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RESULTS AND TECHNIQUE OF STRIPPING OPERATION FOR VARICOSE VEINS 
Thomas T. Myers, M.D., Rochester, Minn. 


From my experience with the stripping operation 
in the last nine years, the important points for a suc- 
cessful result seem to me to be efficient diagnosis and 
very extensive operation. The operation must include 
(1) complete wide dissection, with ligation and section 
of all visible veins at the groin except the femoral 
vein; (2) complete removal of all varicosities in the 
thigh and leg that are an intricate part of the specific 
incompetent system, as sclerosing therapy should be 
relied on only for small veins for cosmetic reasons; 
(3) ligation of all palpable perforating veins in the 
thighs, legs, and feet; and (4) removal of dilated veins 
of the feet, especially when they are associated with 
incompetent perforating veins or are causing changes 
resulting from stasis in the skin covering them. Figure 
la indicates the fallacy of removing only the main 
channel. 

Results 


In 1,189 of the 2,660 stripping operations’ per- 
formed from 1947 to 1951, inclusive, while the pro- 
cedure was being developed, results were classified. 
The average follow-up period was 25.1 months. The 
longest was 62 months. These 1,189 operations were 
performed on 711 patients, 231 men and 480 women, 
and 1,080 were on the great saphenous vein and 109 
on the small saphenous vein. The average length of 
time that the patients had had varicosities was 17.2 
years. The average age was 49.4 years at time of op- 
eration. The oldest patient was 67 years of age and 
the youngest 19. In 210 extremities (or 17.6% of the 
1,189 operations) operation had been done _ before, 
and 358 (30.1%) had received sclerosing therapy pre- 
viously. 

Results were considered as follows: 1. When the 
over-all result was good, symptoms and signs had dis- 
appeared or were less apparent, and no follow-up 
injection therapy was required, the result was con- 
sidered excellent. 2. When conditions were the same 
as for excellent except that a few collateral vessels 
were present and from 2 to 4 cc. of sclerosing solution 
was required to close them, the result was considered 
good. 3. When symptoms and signs showed some im- 
provement, and 5 cc. or more of sclerosing solution 


* The principles here outlined for the surgical treat- 
ment of varicose veins in the lower extremity are 
based on 2,660 stripping operations done over a 
five-year period and on 510 secondary operations 
for persistent or recurrent varicosities. Stripping 
means the removal of the incompetent part of the 
venous system. A length of vein that is not too tortu- 
ous can be removed by passing a stripper through it 
either from a proximal to a distal incision or vice 
versa; it is also possible to pass the stripper in both 
directions, for instance, from the knee. Veins too tor- 
tuous to permit passage of the stripper must be re- 
moved by dissection or evulsion. If the great saphe- 
nous vein is involved it must be ligated flush with the 
femoral vein at their junction, and the dissection at 
the groin is exacting. All other veins coming into the 
femoral vein laterally and medially should be ligated 
and removed by direct dissection, and the medial 
and lateral superficial branches of the great saphe- 
nous system should be prepared for removal if they 
are large. The flash bleeding that follows stripping 
usually stops soon, and the broken smaller tributaries 
retract. If bleeding persists, packing of the channel 
and ligation or removal of the responsible tributaries 
may be necessary. Follow-up studies over a period 
of years have shown that excellent results, with a 
minimum of secondary operations, can be achieved 
by proper preparation of the patient, appropriate 
choice of anesthetics, and good after-care. 


was required to close collateral channels but no main 
channels had re-formed, the result was listed as fair. 
4. When one or more of the main channels had re- 
formed or persisted, the result of operation was classed 
as poor even though there was no problem of stasis. 

Complete stripping of the great saphenous vein 
from the foot to groin gave a total of 94% excellent 
and good results, 5% fair results, and 1% poor results. 
Complete stripping of the small saphenous vein from 
foot to back of knee yielded a total of 95% excellent 
and good, 4% fair, and 1% poor results. Partial strip- 
ping of the great saphenous vein (to the knee only) 


From the Section of Peripheral Vein Surgery, Mayo Clinic and Mayo Foundation. The Mayo Foundation is a part of the Graduate 


School of the University of Minnesota. 


Read before the Section on Surgery, General and Abdominal, at the 105th Annual Meeting of the American Medical Association, 


Chicago, June 14, 1956. 


87 


= 
¥ 


SS VARICOSE VEINS—MYERS 


vielded about 25% excellent results, 32% good, a total 
of 57% excellent and good, 30% fair, and 13% poor 
results. To the present we have performed 5,493 strip- 
ping operations. Results since the follow-up study was 
done have been better as our technique has improved. 

Complications in the 1,189 procedures consisted of 
four postoperative episodes of thrombophlebitis, an 
incidence of 0.3%, and three episodes of pulmonary 
embolism, only one of which was of a serious nature, 
an incidence of 0.2%. There has been one death from 
pulmonary embolism in the nine-year period (1947 to 
date), an incidence of 0.02%. Since selection of pa- 
tients and diagnosis have been described in detail 


elsewhere.” they will not be considered in this paper. 
Preoperative Examination 


Betore the patient enters the hospital, the surgeon 
should mark out the main channels and _ tributaries 
and the site of the perforating veins. At this exami- 


Fig. 1.—When only the main channel of the great saphenous 
vein is removed from the ankle to the groin, all the perforating 
veins and a double system of collateral veins are left behind (a). 
Marking of both lower extremities before operation (b), Note the 
“X” marks for incompetent perforating veins. 


nation the possibility of a double or triple incompe- 
tent channel should be ruled in or out. The main 
channel is almost always involved and constant in 
its course. 

Perforating veins usually are 2 to 3 cm. lateral or 
medial to the main channel, and collateral veins of 
variable size connect them to the main channel. 
Sherman* described these in detail. When the pa- 
tient is standing on an examining table, openings in 
the fascia can be felt with a high degree of efficiency. 
When the veins are being marked, an “X” is placed 
on the skin wherever a defect in the fascia with a 
vein coursing through it is noticed. Such “perforating 
veins” are especially likely to play an important part 
when definite changes due to stasis are present distal 
to their site and when the deep veins are incompe- 
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tent. In other words, the more complicated and ex- 
tensive the problem of stasis, the more likely these 
so-called perforating veins are to be a factor. 

The surgeon, not the assistant, should mark the 
veins and the sites of the perforating veins so that 
they can be more readily located and traced at op- 
eration. The marking solution is a dye of pyrogallol 
and solution of ferric chloride.* Preoperative marking 
is shown in figure 1b. This patient had a flooding of 
the lower two-thirds of the small saphenous system on 
the right from a tributary of the great saphenous vein 
and branching off the main channel at the knee level. 
On the left the small saphenous vein was actually re- 
placed by a large tributary of the great saphenous vein 
from midthigh. 


Anesthesia and Preparation 


For stripping operations intravenous anesthesia 
with thiopental (Pentothal) sodium is employed, and 
approximately 1 oz. (30 cc.) of ether is given through 
a gas machine as a supplement. The usual preop- 
erative and postoperative care commonly used _ for 
other operations is satisfactory. For operations on 
the great saphenous system the skin is prepared from 
the umbilicus downward by shaving and by washing 
with soap and water, alcohol, ether, and then a satis- 
factory skin antiseptic. Similar preparation is used 
when the small saphenous system only is incompe- 
tent, except that it is not necessary to prepare or to 
drape higher than the upper third of the thigh. The 
patient is also placed in a prone position. 


Technique of Operations on Great Saphenous Vein 


The guiding principle is that the more extensively 
the incompetent venous system associated with vari- 
cosities is removed and interrupted, the longer the 
period of freedom from varicosities. When the stripper 
cannot be passed in either direction through a tor- 
tuous vein, the vein should be removed by dissection 
or evulsion; however, when the vein is thick-walled 
or fibrous, it may be removed with a modified extra- 
luminal Mayo stripper. Complete removal of the main 
channel and incompetent tributaries is necessary 
(1) when the varicosity affects the entire great saphe- 
nous system, (2) when the upper portion is affected 
together with a large tributary, (3) when the upper 
portion is competent and the superficial lateral cu- 
taneous vein is incompetent, and (4) when the upper 
third of the great saphenous vein and the superficial 
medial cutaneous vein are incompetent. Varicosities 
of the superficial medial cutaneous vein may be as- 
sociated with varicosities of the labial veins. Direct 
dissection of the vein going to the labial veins and 
direct removal of veins in the labia majora are indi- 
cated then. 

Dissection at the Groin.—Dissection at the groin is 
exacting and should be done through a long incision 
made almost parallel to the inguinal fold. The great 
saphenous vein should be ligated flush with the 
femoral vein at the saphenofemoral juncture and sec- 
tioned. All other veins coming into the femoral vein 
medially and laterally should be ligated and removed 
by direct dissection. The medial and lateral super- 
ficial cutaneous branches of the great saphenous sys- 
tem should be prepared for removal if they are large.’ 
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Insertion of the Stripper.—After dissection in the 
groin is completed and the fossa ovalis is closed, the 
stripper is inserted into the main channel. Flexible 
intraluminal strippers, made with various sized acorn 
tips and in various lengths, are employed. A short 
stripper with a small tip is especially designed to 
remove small tributaries throughout the thigh and leg. 
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Fig. 2.—Great saphenous vein and its common tributaries (a). 
Numbers 1 to 5 show minimal incisions required. Steps in opera- 
tion (b, c,d, ande). 


The stripper can be inserted downward from the 
groin or upward from the foot or in both directions 
from the knee or elsewhere. Passing it upward in the 
dorsal vein of the foot is usually easiest. The vein is 
tied to the stripper slightly proximal to the acorn 
with fishline silk, and the silk is left long enough to 
follow the stripper to the groin. After the stripper 
is in the great saphenous vein, and before removal 
of the vein, the regions marked should be investigated. 

Removal of Tributaries —The minimal required in- 
cisions in the early prophylactic procedure are five 
(fig. 2 and 3). These are located at the groin, on the 
inner dorsal aspect of the foot, below the knee, and 
on the inner surfaces of the distal thirds of both the 
leg and the thigh, marked as 1, 2, 3, 4, and 5 in figure 
2a. These permit proper exposure at these locations. 
Frequently in the complicated case, 20 incisions will 
be made at appropriate locations to expose the veins 
for removal. 

It is important to note which way the stripper 
ascends in the lower part of the leg, as it may go in 
a direct line as in figure 2b or it may deviate as shown 
in figure 2c. It makes no difference which path it 
takes, providing the surgeon remembers that he must 
remove the channel that did not take the stripper. 
This is shown also in figure 2b. The upper part of 
the collateral vein is removed by stripping, and the 
lower part is removed by direct dissection and evul- 
sion through multiple small incisions. This same plan 
can be used throughout the leg and thigh. Removal 
by dissection is especially desirable for a commonly 
dilated tributary coursing anterior to the tibia. This 
tributary is usually so tortuous that it will not take a 
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stripper. It is also associated with a perforating vein 
in the upper anterior third of the leg (fig. 3a, 10) and 
will not stay closed from sclerosing therapy. 

Each operation is a real challenge to the surgeon 
because of the multiple variations of the venous pat- 
tern. Preliminary markings of the venous pattern 
and of the incompetent perforating veins make an 
important contribution to finding of the difficult pat- 
terns, but tributary and perforating veins that are 
not suspected previously are found during operation. 
Unfortunately, if the surgeon does not make an effort 
to perform an extensive operation, he will not realize 
that he has not succeeded in breaking up the venous 
pattern until he reexamines the patient in an erect 
position after operation. 

It is impossible to discuss all patterns, but two 
types require special mention. The first is the pre- 
dominating great saphenous pattern that floods the 
lower half or two-thirds of the small saphenous sys- 
tem. This pattern is caused by a large incompetent 
tributary that courses from the thigh or from knee 
level into the calf, joins the small saphenous system 
in midealf, breaks the valves, and causes dilation of 
the distal vein into the foot. The first indication that 
this is the situation is usually the presence of a promi- 
nent vein on the lateral side of the ankle, in spite 
of the fact that at examination the small saphenous 
vein does not have retrograde filling or an impact 
on ballottement from the popliteal space. An_ in- 
competent perforating vein (fig. 3b, 2) is usually also 
present. The tributary and the lower two-thirds of 


‘ig. 3.—Common sites of incompetent perforating veins, | to 


the small saphenous vein should be removed, as 
shown in figure 2e. It is frequently necessary to re- 
move the tortuous tributary through multiple incisions. 

The other pattern is a predominant small saphenous 
vein that floods into the great saphenous system and 
causes dilation of its channels from the knee down- 
ward. The small saphenous vein is handled as is 
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shown in figure 4a, and the lower half of the great 
saphenous vein is removed in the usual manner. The 
small saphenous vein ordinarily is removed as shown 
in figure 4b. It is obvious that expert careful diagnosis 
before operation is necessary to enable the surgeon 
to accomplish a procedure of this nature. 

Ligation of Perforating Veins.—While the stripper is 
still in the main channel of the great saphenous vein, 
the perforating veins marked by an “X” should be 
investigated. The perforating vein located on the 
inner surface in the distal third of the leg (fig. 3a) is 
frequently large, and its removal in the course of an 
operation for varicose veins is important, especially 
in the postphlebitic limb, as is emphasized by Cockett 


q b 

Fig. 4.—Stripper passed into important media] tributary and 
direct dissection of an important medial tributary (a). Stripper 
in uncomplicated incompetent small saphenous vein. Stripper 
may be passed up or down (b). 


and Jones.” Failure to remove incompetent perforating 
veins on the inner and outer surface of the foot below 
the malleolus will cause the varicose veins around the 
ankle and foot to persist. | employ a longitudinal in- 
cision for perforating veins. The vein or veins are 
ligated behind the fascia, and the fascia is closed. The 
communicating veins leading into the perforating vein 
from above the fascia are either ligated or preferably 
removed by stripping or evulsion. If dissection is 
necessary, sharp dissection is best because delayed 
healing of wounds may result from surgical trauma, 
especially in the distal third of the leg. 

Incompetent perforating veins located anywhere in 
the leg, foot, or thigh can be handled in a similar 
manner. Perforating veins may become incompetent 
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at almost any location, but the most common locations 
are indicated in figure 3. The three most common are 
marked as 1, 2, and 3 in figure 3. The others are more 
variable and much less frequent. The most important 
appear to be 1 and 2, but any incompetent perforating 
vein when not removed causes serious consequences 
because of its tendency to cause recurrence. 

Stripping of the Main Channel.—For removal of the 
main superficial channel the legs are elevated to help 
control bleeding but the body is kept level. After the 
large tributaries have been isolated and removed 
satisfactorily, the stripper can be pulled through the 
leg and thigh. Gauze should be placed over the strip- 
per shaft so that rubber gloves will not slip. To pre- 
serve the strippers, it is helpful not to bend the shaft 
when pulling. 

The surgeon should notice the amount of pull neces- 
sary as the acorn tip is pulled along the main channel 
of the vein. This gives information about the size of 
the unisolated tributaries. Large veins may have to be 
tied or removed to prevent bleeding. As the acorn tip 
appears in the incision below the knee, the vein on the 
stripper should be inspected to be sure that it is not 
splitting or shredding. Retying will stop further shred- 
ding. If a shredded portion is left in the leg, it can be 
removed by a modified Mayo stripper. 

Flash bleeding occurs immediately after removal 
of the vein by stripping. If all the tributaries have 
been tied or are not large and have snapped off and 
retracted satisfactorily, the bleeding soon stops. If it 
does not, gauze should be packed along the groove of 
the vein with curved forceps, with the fishlike-silk 
thread as a guide. If bleeding persists, the incision 
should be lengthened and the offending vein should 
be tried or removed. If necessary, the fishline-silk 
thread can be used as a guide to the place where the 
main channel has been and other incisions can be 
made along it to locate the source of the bleeding. 
Stripping and skin grafting may be done at the same 
operation when stasis ulcers are present.’ 

Closure.—The wounds and venous channel must be 
dry before closure. Failure in this is the cause of de- 
layed healing and many complications. All dead space 
should be eliminated from the wound in the groin to 
prevent blood from collecting, and the wound should 
be closed in layers with plain absorbable surgical su- 
ture. For wounds in the thigh, leg, and foot, inter- 
rupted mattress sutures that are not too tight are em- 
ployed to close the skin; suturing of the subcutaneous 
tissues usually is not necessary or desirable. 

After the wounds have been closed, the blood 
should be washed from the skin and any fresh clots 
in the wounds should be expressed by rolling a rolled 
towel longitudinally over the channel and wounds. If 
necessary, sutured wounds can be spread with curved 
forceps to help suppress clots. Dry sterile dressings 
are wrapped over wounds with a 4.5-in. dressing called 
Kerlix (a goiter roll type of bandage). Abdominal 
pads, folded once, are placed over the old channel, 
and elastic bandages are applied, not too tightly, from 
toes to groin. Too tight a bandage may cause slough- 
ing, especially of the skin overlying bony parts. The 
extremities are kept elevated and the body flat while 
the patient is being transported to his room and when 
he is placed in bed. 
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Postoperative Care 


It may be necessary to give 500 to 1,000 cc. of blood 
when the operation is long and difficult, since without 
transfusion the concentration of hemoglobin will be 
reduced by about 10%. During the operation and also 
after operation 1,000 cc. of 5% solution of dextrose is 
given intravenously. After operation 25 mg. of pro- 
methazine (Phenergan) hydrochloride may be given 
by mouth or intramuscularly as needed and is es- 
pecially helpful for nauseated patients. Levorphanol 
tartrate may be given by mouth or subcutaneously for 
pain. Usually the administration of this or morphine is 
not necessary for more than 12 hours. Since early am- 
bulation is desirable, depressants must be avoided. 
Loosening the bandage sometimes will correct pain, 
especially in the evening after the patient has been 
walking and after enough edema has developed to 
cause tightening of the bandages. Antibiotics are used 
only in cases of extreme obesity or when the patient 
has had a traumatic operation in poor tissue. Avoid- 
ance of hematomas, especially in the region of in- 
cisions, is the most important measure in reducing 
the incidence of complications. 

Ambulation and Elevation.—As a carry-over from 
our experience with sclerosing therapy, extensive am- 
bulation was practiced at first. Ambulation was begun 
early the morning after operation. Many surgeons 
elsewhere have begun ambulation a few hours after 
surgery. By this method the patient was soon walking 
15 minutes out of every hour. After we began to use 
general anesthesia for all stripping operations, many 
patients were unable to ambulate satisfactorily as 
early, especially if they had a tendency to nausea or 
fainting on exertion. So, for a time, we delayed ambu- 
lation for approximately 24 hours and then employed 
it 5 minutes every hour and gradually raised the total 
period of ambulation to 10 minutes every hour. There- 
after, the length of ambulation was increased, depend- 
ing on the nature of the wounds around the ankle and 
foot. Less ambulation was permitted if the distal 
incisions were made in very poor tissue. 

When the combined operation of skin grafting of 
ulcers and stripping came into use, it was not possible 
for our patients to start ambulation for two or three 
weeks. We were surprised to see that all of the opera- 
tive wounds healed more readily and with less indur- 
ation than when the patients began to walk early and 
that the incidence of deep thrombophlebitis did not 
increase. From this experience, we cut ambulation to 
a minimum. We presently permit no ambulation the 
day of operation, counted as first postoperative day; 
one minute four times on the second day; two minutes 
every one to two hours on the third day, and three 
minutes every hour on the fourth day. The patient 
rarely walks more than 10 minutes an hour during the 
first week. To our gratification, we found fewer hema- 
tomas, less delay in healing, fewer complications of 
all kinds, and no increase of deep thrombophlebitis. 
But I wish to make a very important point: The lower 
extremities have been kept elevated higher than chest 
level while the patient is in bed. This is easily done 
by having the foot of the bed elevated two notches 
and the bed adjusted so that the knees are supported 
in a slightly flexed position. The head of the bed is 
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elevated during meals and then is lowered immediate- 
ly. The patient is also instructed to avoid sitting in 
chairs except for a few minutes and either to walk 
forcefully or to lie down with the lower extremities 
elevated. Most patients follow the rules because they 
see that they prevent congestive pain of the legs. 

Ambulation should be adjusted to suit each patient. 
When the operation has been long and difficult, am- 
bulation should be held to a minimum, and this can 
be accomplished safely if elevation of the legs is ade- 
quate. We have not found the use of anticoagulants 
necessary after stripping. Until patients have recov- 
ered from the operation, they should not stand still 
too long and should rest the legs by elevating them 
for 20 minutes several times a day. 

Elastic Support.—It is important during the first 
week to have the patient wear a firmly but comfort- 
ably applied elastic support at all times, even while 
in bed with extremities elevated. The support should 
be reapplied each morning before ambulation is be- 
gun so that edema will be held to a minimum. The 
proper use of support is important. When the patient 
is dismissed from the hospital, the abdominal pads are 
exchanged for a foam-rubber pad that extends from 
the dorsum of the foot to the knee or to midthigh if 
there are incisions in the thigh. The pad is supported 
by a good elastic bandage. In approximately two 
weeks the foam-rubber pads are removed, and the 
elastic bandage only is worn for six to eight weeks 
after operation or until edema subsides. For the pa- 
tient who has severe chronic insufficiency of the deep 
veins, use of the elastic support and foam-rubber pad 
is continued indefinitely. For limbs that have sustained 
less severe phlebitis, a heavy elastic hose may be used 
atter three months. 

Sclerosing Therapy and Removing Sutures. —Scleros- 
ing therapy can begin 10 days after operation. Only 
minimal injections of the tributaries probably will be 
needed, but, when many small tortuous tributaries are 
present, more extensive injection therapy will be need- 
ed. Sutures in the groin usually are removed in one 
week and the remaining sutures in 9 or 10 days after 
operation. If healing is delayed, a wet dressing of 
0.25% solution of aluminum subacetate is used. If a 
blood clot is present, the wound is irrigated with 
sterile isotonic sodium chloride solution. Infection of 
wounds is rare, but, when there is evidence of acute 
infection, antibiotics are used along with irrigation 
and moist dressings. Usually, all therapy is finished 
two weeks after operation. 

Reexamination.—The patient should be reexamined 
one year after operation, and a few injections may then 
be given to any tortuous branches left. By that time 
changes due to stasis will have receded, and the pa- 
tient is generally well satisfied. Since some of the early 
operations were not extensive enough, we have had 
to repeat injection treatment on some of these patients, 
and some may need another operation later. 


Procedure on the Small Saphenous Vein 


The procedures on the small saphenous vein re- 
semble those on the large saphenous vein and will not 
be described in detail. Whenever the anatomy varies 
so that tributaries are an important factor in the prob- 
lem, the main channel should be removed completely 
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from the lateral surface of the ankle to the juncture 
of the popliteal and saphenous veins, as shown im fig- 
ure 4, even though the main channel may not be vari- 
cose in its entirety. This procedure was discussed 
under the section Removal of Tributaries. 


Recurrences 


Operations that are not extensive enough are re- 
sponsible for most persistences or so-called recur- 
rences. In a recent publication by Lofgren, Webb, and 
myself," we reported 510 surgical procedures for so- 
called recurrent varicosities. In 291 (60%) of the ex- 
tremities the veins had not been adequately tied at 
the groin; in 40 of these 291 the great saphenous vein 
had not been tied at all, and in 20 the accessory saph- 
enous vein was undisturbed. In 231, the ligation was 
too low and left the tributaries at the saphenofemoral 
juncture. Ligation at the groin was adequate in the 
two extremities on which stripping had been _per- 
formed, but stripping had been inadequate and the 
perforating veins had not been handled properly. 
These figures indicate the importance of dissection 
at the groin in all operations for varicosities. The 
handling of this type of operative procedure is de- 
scribed in detail in our article.* 


Comment 


The stripping operation is the best method as yet 
devised for the treatment of varicose veins. If prop- 
erly performed, it destroys the venous pattern and 
collateral veins sufficiently well that recurrences or 
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persistences are uncommon, at least for years. Of 
course, the length of operation is a deterring factor. 
However, the patient is usually satisfied and the re- 
sults, 94% good or excellent, speak for themselves. 
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TREATMENT OF MONILIASIS WITH NYSTATIN 
Edwin T. Wright, M.D., James H. Graham, M.D. 


Thomas H. Sternberg, M.D., Los Angeles 


Since the development of the antibiotics and ster- 
oids, moniliasis of the skin and mucous membranes 
has become increasingly prevalent. It is a disease that 
in the past has frequently been difficult to treat. Oral 
lesions have been managed with alkaline mouth- 
washes, gentian violet, or sodium caprylate. Vaginal 
or vulvar moniliasis is treated with gentian violet, 
alkaline douches, or a jelly containing calcium and 
sodium propionate. Cutaneous moniliasis will at times 
respond to the use of potassium permanganate soaks, 
gentian violet solution, or ammoniated mercury oint- 
ment.’ There are numerous other agents for topical 
use and other modalities of therapy that have been 
used in the treatment of this disease, most with indif- 
ferent success. In addition, many of the therapeutic 
agents have certain disadvantages, such as color, side- 
effects, or difficulty of administration. 


From the Medical Service, Veterans Administration Center 
General Medical and Surgical Hospital, and the Division of 
Dermatology, Department of Medicine, University of California 
Medical Center. 

Read before the Section on Dermatology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 14, 
1956. 


¢ Nystatin, which has antibiotic effects in vitro 
against certain pathogenic fungi, was used in the 
treatment of 42 patients with oral, 17 with vaginal, 
and 63 with cutaneous forms of moniliasis. The anti- 
biotic was applied topically in various ways; the va- 
ginal suppositories, for example, contained 10,000 
to 100,000 units of nystatin. The lesions of thrush and 
perléche ordinarily disappeared within two or three 
days, although sometimes two or three weeks were 
required for a cure. The results were considered 
excellent in 53 of the 122 patients, good in 64, and 
fair in 5. There were no instances of either primary 
irritation or sensitization. In 52 of the patients the 
fungus remained demonstrable after the lesions had 
healed, yet relapses were infrequent. The patients in 
whom results were described as only fair either had 
severe systemic illnesses or were receiving prolonged 
steroid or antibiotic therapy. Solutions worked better 
than other dosage forms in intertriginous areas. An 
aqueous 2% procaine hydrochloride and 0.25% 
polysorbate 80 solution containing 100,000 units of 
nystatin and 2.5 mg. of hydrocortisone per cubic 
centimeter caused faster healing than did the same 
solution without the hydrocortisone. 


and 
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Recently a new antifungal antibiotic, nystatin, has 
become available for clinical use. It was originally 
isolated from Streptomyces noursei by Hazen and 
Brown.” It possesses in vitro activity against both 
saprophytic and pathogenic fungi, including Candida 
albicans,’ and in vivo activity against C. albicans, 
Histoplasma capsulatum, and Coccidioides immitis.* 
Nystatin has been used topically and systemically in 
man for the treatment of moniliasis.” Reports have 
shown that it is effective in controlling infections due 
to C. albicans and that side-reactions have been mini- 
mal with the doses used. This paper deals with an 
evaluation of nystatin in the treatment of various forms 
of moniliasis involving the skin and mucous mem- 
branes. 


Materials and Methods 


The series here presented consists of 122 patients. 
There were 42 patients with oral moniliasis, 17 with 
vaginal moniliasis, and 63 with such cutaneous in- 
volvement as paronychia, intertrigo, and perléche. The 
majority of the patients were adult males, although 


TABLE 1.—Results of Treatment with Nystatin® in Forty-Two 
Patients with Oral Moniliasis 


Positive 
Cultures 
Results After 
Period of — —~Treatment, 
Form of Drug Therapy Excellent Good Fair No 
3-42 days 4 10 5 
3-14 days 18 12 5 1 5 
Troches, 
tablets, and 
DOWGEE 3-8 mo. 3 3 3 
Tablets and 
solution’ 21-48 days 2 2 0 
Capsules 3 mo. 4 4 3 
Solution ...-.c.. 7 days 1 1 0 
a 42 19 22 1 16 


73 troche, tablet, or capsule 4 times a day, 1 tsp. of yess as a mouth. 
wash 4 times a day, or solution applied 4 times u day 


a number of women and children were also included. 
The diagnosis of moniliasis was determined by the 
clinical appearance and location of the lesions. Addi- 
tional confirmation was obtained by taking specimens 
from the lesions and examining them microscopically 
with the use of a potassium hydroxide mount. Also, 
cultures were made using Sabouraud’s agar. Periodic 
subcultures were made on cornmeal agar to demon- 
strate the presence of chlamydospores. 

Nystatin was applied topically in several different 
forms; these included ointments, solutions, powders, 
troches, capsules, and suppositories and jelly for vagi- 
nal use. The ointment and gel consisted of a plasti- 
cized petrolatum base (Plastibase) containing 5,000 to 
200,000 units of nystatin per gram of ointment base. 
Two types of solutions, containing 5,000 to 100,000 
units of nystatin per cubic centimeter, were used. One 
was propylene glycol solution, and the other contained 
2% procaine hydrochloride and 0.25% polysorbate 80. 
The latter solution was prepared both with and with- 
out 2.5 mg. of hydrocortisone per cubic centimeter. 
The powder contained 175,000 units of nystatin per 
teaspoon. Each troche contained 2,000 units of ny- 
statin. In addition, some of the troches contained 2.5 
mg. of neomycin sulfate and 0.25 mg. of gramicidin. 
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The capsules and tablets that were used ‘as troches 
and suppositories contained 125,000 to 500,000 units 
of nystatin. The suppositories for vaginal use con- 
tained 10,000 to 100,000 units of nystatin; in addition 
some contained 2.5 mg. of neomycin sulfate and 0.25 
mg. of gramicidin. 

The cutaneous infections were treated with appli- 
cation of ointments and solutions four times daily. 
Oral infections were treated with solutions, troches, 


TABLE 2.—Results of Treatment with Nystatin® in Seventeen 
Patients with Vaginal Moniliasis 
Positive 
Cultures 
Results After 
Form of Drug ei py o. Excellent Good No 
7 days 7 7 2 
days-3 mo. 3 3 1 
Suppositories ........ 7-10 days 4 2 2 3 
‘Tablets, ointment, 
and suppositories .... 6 wk. 1 1 ] 


* Used intravaginally once a day. 


capsules, and tablets used as troches four times daily. 
In addition, the powder was used orally four times 
daily; one teaspoon of it was mixed in a glass of milk 
or water and used as a mouthwash. Vaginal infec- 
tions were treated once daily with the use of dis- 
posable applicators, suppositories, and tablets and 
capsules used as suppositories. Ordinarily treatment 
periods varied from three days to one month. 

The clinical responses to treatment were graded 
as no change, fair, good, and excellent. During treat- 
ment, specimens were taken from the affected areas 
and examined with the use of a potassium hydroxide 
mount as well as cultured on Sabouraud’s § agar. 
Periodic subcultures were done using cornmeal agar. 


Results 


The results of treatment are summarized in tables 
1, 2, and 3. There were 42 patients with oral monili- 
asis. Of these, 19 showed an excellent response; 22 


TABLE 3.—Results of Treatment with Nystatin® in Sixty-Three 
Patients with Cutaneous Moniliasis 


Positive 
Cultures 
4 Results After 
Period of Patients, ——~Treatment, 
Form of Drug Therapy No. Excellent Good Fair No. 
Ointment ......... 1-12 wk. 34 1b 17 2 WD 
ee 4-30 days 21 lo 9 9 13 
Ointment and 
1-3 wk. 6 6 0 
63 34 4 29 


* Ointment or solution topically 3 times a day; tablets orally 4 times a 


were classified as having a good response and one 
as having a fair response, Sixteen of these patients 
showed a positive culture for C. albicans after the 
discontinuance of therapy. There were 17 instances 
of vaginal moniliasis. In nine patients the response 
to treatment was classified as excellent and in eight 
as good. Eight of these patients showed a positive 
culture after therapy had been stopped. 
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Sixty-three patients had cutaneous moniliasis. Re- 
sponse in 25 of them was excellent; in 34, good; and 
in 4, fair. Twenty-nine showed a positive culture 
after therapy had been discontinued. There were 
16 patients with cutaneous moniliasis who were 
treated with the solution containing hydrocortisone 
as mentioned above. In this group, erythema de- 
creased rapidly and symptoms of itching and burn- 
ing frequently subsided within 24 hours. In general, 
the treatment period was almost 50% shorter than 
were the treatment periods with nystatin preparations 
not containing hydrocortisone. 

In summary, in the entire group of 122 patients 
with proved moniliasis treated with the various forms 
of nystatin, the lesions healed promptly in 53 and 
the results were thus classified as excellent. They 
healed more slowly in 64 patients and the results 
were classified as good; in 5, the results were fair. 
There were no instances of allergic contact derma- 
titis or of primary irritation after treatment. 


Comment 


With few exceptions, the response to treatment 
was either good or excellent. The lesions ordinarily 
disappeared within two to three days in cases of 
thrush and perleche, although in some patients two 
to three weeks were required for a cure. Clinical 
relapses were infrequent, though some did occur, 
most often within one week after discontinuance of 
therapy. Relapses were seen most frequently in pa- 
tients suffering from serious diseases, such as pem- 
phigus vulgaris, systemic lupus erythematosus, 
leukemia, and severe diabetes, and in patients re- 
ceiving prolonged steroid or antibiotic therapy. 

In 43% of the patients, repeat cultures revealed 
the presence of C. albicans even though the lesions 
had clinically disappeared as a result of treatment. 
This was especially true of patients suffering from 
severe systemic diseases, particularly diabetes. This 
would seem to be an important point, particularly 
in relation to relapse, and would indicate the neces- 
sity of continuance of therapy for some time beyond 
clinical clearing. 

The clinical effectiveness was influenced by the 
type of vehicle in which the nystatin was placed. 
For example, when nystatin was used in ointment 
form to treat infections involving the intertriginous 
areas, the results were poor; however, when the drug 
was placed in a solution, the lesions rapidly cleared. 


Summary 


Nystatin was used topically in the treatment of 
122 patients with infections due to Candida albicans, 
with good to excellent results in all but 5 of them. 
Relapses were infrequent, and, when they did occur, 
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were usually seen in patients with severe systemic 
illnesses and in those receiving prolonged steroid or 
antibiotic therapy. The type of vehicle in which the 
nystatin was placed influenced the clinical effective- 
ness. Solutions were more efficacious in intertriginous 
areas. The addition of hydrocortisone to the thera- 
peutic solution shortened the course of therapy. There 
were no instances of allergic contact dermatitis or of 
primary irritation following treatment. 


Veterans Administration Center (25) (Dr. Wright). 


The nystatin used in this study was supplied as Mycostatin by 
the Squibb Institute for Medical Research, New Brunswick, N. J. 
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Management of Perforated Esophagus.—Perforations of the esophagus occur from a number of 
causes, the most important of which are sharp foreign bodies, instrumentation, and occasional- 
ly the hydrostatic pressure developed during the act of vomiting or swallowing. The accident 
represents a major disaster. Most cases go unrecognized even when diagnostic or therapeutic 
instrumentation has been the cause. Successful treatment depends on prompt recognition. 
Medical treatment alone should be considered only for minute perforations. For the larger rents 
surgical drainage alone is seldom enough. Thoracotomy and repair of the opening are required. 
—W. Kinney, M. D., Management of Perforations of the Esophagus, Western Journal of Sur- 
gery, Obstetrics and Gynecology, October, 1956. 
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AMERICAN MEDICINE AND THE DEVELOPMENT OF PSYCHIATRY 


Leo H. Bartemeier, M.D., Baltimore 


The presentations that comprise this symposium on 
Psychiatry in American Medicine are intended to con- 
vey practical information regarding the psychiatric 
aspects of everyday medical practice. The inclusion 
of this symposium in the scientific program of this 
annual meeting is unique in the history of the Amer- 
ican Medical Association. That it has been included is 
evidence of the increasing recognition of the role of 
psychiatry in the care of the sick. 

Psychiatry is no longer limited to being a medical 
specialty. In addition to its primary interest in the 
diagnosis and treatment of mental disease, psychiatry 
is concerned with the “anatomy” and “physiology” of 
personality, the “pathological” aspects of human rela- 
tions, the prevention of mental illness, and the main- 
tenance of mental health. The knowledge acquired in 
the study of psychiatry is useful in the diagnosis and 
treatment of many illnesses for which people consult 
the general medical man as well as the medical spe- 
cialist. Every infection requiring medical care, for ex- 
ample, involves some degree of disturbance of the 
patient’s emotional life. Whether it be an alteration of 
mood, a worry over prolonged illness, or a phobia of 
infecting others, the emotional aspects of illness are 
significant in the success or failure of treatment, in 
the rate of recovery, and in the satisfaction or dissatis- 
faction with the services of the physician. It has been 
said that the knowledge that present-day psychiatry 
has developed belongs to the general practice of med- 
icine as importantly as the basic framework of medical 
science belongs to the specialty of psychiatry. 

In the course of its development psychiatry has fol- 
lowed the example of general medicine in establishing 
various specialties that correspond to similar specialties 
within medicine. Child, preventive, industrial, forensic, 
and military psychiatry are examples. Although psy- 
chiatry, like general medicine, has always depended 
upon the clinical laboratory, it has gradually included 
the services of such ancillary personnel as the clinical 
psychologist, the psychiatric social worker, the psychi- 
atric nurse, and, more recently, the psychiatric aide. 

The general practitioners of medicine as well as 
medical specialists are called upon to care for a 
majority of the mentally sick who are not in hospitals. 
Only a small minority consult the psychiatrists in pri- 
vate practice. This situation will continue indefinitely 
for a number of reasons. In many localities no psychia- 
trists are available. In metropolitan areas where an 
increasing number engage in private practice, the 
mentally sick prefer their own physicians or other 
doctors of medicine to whom they are referred. They 
tend to trust these medical men to shield the nature 


of their illnesses from others, and they usually think. 


that some physical ailment must be the cause of their 
suffering. The stigma of mental illness continues to 
be prevalent, and feelings of shame and fear about 
consulting psychiatrists persist in many families. In 


Medical Director, Seton Psychiatric Institute. 

Read in the Panel on Psychiatry in American Medicine before 
the General Scientific Meeting at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 11, 1956. 


¢ Psychiatry has broadened into a field that includes 
study of the normal personality, the pathological 
aspects of human relations, and the maintenance of 
mental health. Specialties have developed within it, 
and it enlists the aid of special types of ancillary 
workers. The psychiatrist needs the intelligent cooper- 
ation of physicians in other fields, and some strong 
feelings of opposition to the concepts and techniques 
of dynamic psychiatry must be overcome. Individual 
contacts between psychiatrists and other physicians 
will favor mutual understanding, which in the past 
has not increased in proportion to the recognition of 
psychiatry by organized medicine. This recognition 
was manifested not only in the early establishment 
(1900) of a Section on Nervous and Mental Diseases 
within the American Medical Association but alse in 
such other ways as the more recent (1951) appoint- 
ment of a Committee on Nervous and Mental Dis- 
eases, which in 1955 became the Council on Mental 
Health. The function of this body is to take such steps 
as will enable the profession as a whole to assume 
the leadership in mental health that is its proper 
responsibility. 


addition to these considerations, the general medical 
man is usually the first physician to be consulted be- 
cause the onset of mental illness is frequently mani- 
fested in a variety of physical symptoms. Fatigue, 
headaches, gastrointestinal disturbances, and inability 
to relax from tension are familiar complaints. When 
physical symptoms such as these are the early mani- 
festations of mental disease, the sense of protection 
from emerging anxiety that patients experience 
through visiting their doctors means more to them than 
marked relief from pain, distress, or discomfort. It 
has been said that the physician himself is the best 
prescription for many patients, and he is often more 
effective in relieving the severity of emotional sufter- 
ing than he is inclined to believe. 


Relations of Psychiatrists with Other Physicians 


Many medical men find it difficult to think and feel 
about psychiatrists as they do about other physicians. 
Psychiatry appears to them strange, unfamiliar, and 
unlike other medical specialties. This impression is 
more common in some communities than in others 
and is determined to some extent by psychiatrists 
themselves. When practicing psychiatrists communi- 
cate freely with their medical colleagues, and their 
language is more in keeping with the terminology of 
general medicine than with the unfamiliar terminology 
and concepts of psychiatry, they seem more like other 
physicians and are more helpful as consultants. In 
communities where psychiatrists and their fellow 
physicians serve together frequently in consultation, 
share the responsibility of treating some patients si- 
multaneously, and see each other socially, the difter- 
ences in their scientific orientations are mutually 
respected and psychiatry is accepted in its rightful 
role as a special branch of medicine. 
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Many internists, general practitioners, surgeons, and 
obstetricians cannot see eye-to-eye with their col- 
leagues in psychiatry because of the completely or- 
ganic orientation of their training, an orientation to 
which they have adhered throughout their years of 
medical practice. The most intelligent physicians may 
have strong feelings of opposition to the theories and 
techniques of dynamic psychiatry. Their reaction is not 
unusual. With all his seeking out of new things, man 
has always displayed hostility to the acceptance of new 
ideas. Familiar ways of caring for the sick become so 
much a part of one’s self that they cannot be sur- 
rendered without intense and prolonged struggle. 

In contrast to these individual attitudes toward 
psychiatry, organized medicine has consistently rec- 
ognized and respected psychiatry and has thereby 
supported its development. In military medicine and in 
medical education, psychiatry has gradually achieved 
equal rank with medicine and surgery. 


Growth of the Specialty 


Psychiatric education in the United States began as 
early as 1791. During that vear, Benjamin Rush, the 
founder of American psychiatry and one of the signers 
of the Declaration of Independence, probably gave 
the first lectures in this country on mental disorders. 
In 1791 he was appointed to the chair of the institute 
of medicine and clinical practice at the University of 
Pennsylvania. “He delivered lectures on insanity to 
medical students, with clinical instruction as a part of 
his course. These lectures were published in 1812 
under the title ‘Medical Inquiries and Observations 
upon the Diseases of the Mind, the first textbook of 
psychiatry on this continent. It was a work which 
went through four editions, the fourth in 1835, and 
long remained the standard work on its subject.” ' 

As early as 1870 the American Medical Association 
gave official recognition to psychiatry as a specialty 
when, during the Annual Meeting, it adopted a resolu- 
tion “recommending the medical schools to create a 
Chair tor the purpose of affording clinical and didactic 
instruction on the subject of mental diseases, as a reg- 
ular branch of the college curriculum.” During the 
year 1870, when this resolution was adopted, there 
were not more than 43 psychiatrists who were mem- 
bers of the organization later known as the American 
Psychiatric Association. It is understandable, there- 
fore, why for more than 40 years after the adoption of 
the resolution it was not implemented. 

The inclusion of psychiatry within the framework 
and functioning of the American Medical Association 
by the establishment of the Section on Nervous and 
Mental Diseases on July 28, 1900, served as a firm 
support to psychiatry throughout the difficult years 
of its development. It is of interest to note that the 
establishment of this section took place during an 
annual meeting of the Association in Chicago and 
that Dr. Hugh Patrick was responsible for its establish- 
ment through the data he presented in his chairman’s 
address. Dr. Patrick, like all the psychiatrists who 
preceded him, was primarily a neurologist. 

Charcot, Janet, and Freud were neurologists. They were the 
men who were almost alone responsible within the first half of 
this century, for the discovery of neurosis. Before them in this 
country, it was also a neurologist, George M. Beard, who in 1869, 
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described a symptom-complex which he labeled neurasthenia. 
Before them, it was a neurologist, S. Weir Mitchell, who became 
internationally famous through his advocacy and use of the 
“rest cure” in certain neuropathic states. . .. In a word, it was 
the neurologists who . . . first concerned themselves, here as 
abroad, with the ambulatory sufferer from mental or emotional 
disorder—who first recognized and dealt with, as mentally ill, 
patients other than those committed or committable to public 
institutions. . . . Indirectly through Freud, more directly through 
Adolf Meyer, it became the dominating trend of American 
psychiatry in the twentieth century to place the emphasis on the 
personality of the sufferer from mental disorder or emotional 
disturbance. 


The medical historian Dr. Gregory Zilboorg has 
said “neurology was born out of clinical medicine.” 
He also stated: 

Psychiatry was originally and inevitably an essential part of 
neurology. Perhaps it would be more correct to say that when 
neurological clinical research developed into a special branch of 
medicine neurology and psychiatry were considered one and the 
same thing; the possibility of psychiatry as a separate specialty 
was not even fathomed. Its differentiation from neurology was a 
matter of recent, almost contemporary, history. That is why the 
psychiatrist is frequently still referred to as a neurologist and the 
neurologist is still implicitly considered also a psychiatrist—which 
he may actually be, if in addition to this neurological training he 
has had adequate psychiatric training.” 


Organizational Growth 


In 1930 the Board of Trustees of the American Med- 
ical Association, in response to a resolution of the 
House of Delegates, appointed a Committee on Mental 
Health of which Dr. Douglas Singer was the Chair- 
man. The resolution, which originated in the Section 
on Nervous and Mental Diseases, was framed as an 
effort to learn whether the Association might be of 
service in the solution of the problems of the wide- 
spread incidence of mental disorders and the difficult 
economic situations involved in the hospitalization and 
care of an increasing number of the mentally sick. 
The Committee on Mental Health made an extensive 
study of these problems during the two years of its 
existence and submitted a report of its findings and its 
recommendations. Apparently the Committee com- 
pleted the task for which it had been appointed, be- 
cause it did not continue after 1932. 

Again, in 1951, the Board of Trustees of the Associa- 
tion appointed a Committee on Nervous and Mental 
Diseases, but this time the Committee was given 
complete freedom to select its projects and to deter- 
mine how it might function most effectively. Upon 
the recommendation of the Committee in 1952, its 
name was changed to the Committee on Mental 
Health, and by action of the Board of Trustees in 
1955 the Committee became the Council on Mental 
Health. 

The Council has endeavored to assist the committees 
on mental health of the state medical societies through 
annual conferences with the representatives of these 
committees and to encourage the establishment of 
committees on mental health in states in which none 
exist. The annual conferences have proved useful to 
representatives from the state societies as well as to 
the members of the Council. Before the first of these 
conferences, the Committee on Mental Health pre- 
pared and distributed a 13-point program for effective 
work at the level of state and county societies. It is 
worthy of mention that, when the membership of 
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mental health committees of state medical societies 
includes physicians who are not psychiatrists, the com- 
mittees function more effectively. 

The Council on Mental Health has been concerned 
with the difficult medical problems of alcoholism and 
drug addiction and has established two committees 
that are engaged in studying the many aspects of these 
troublesome afflictions. These committees hope to for- 
mulate more satisfactory medical procedures for the 
management of patients who are alcoholics or drug 
addicts than those that are currently available to 
practicing physicians. 

The Committee on Mental Health, working jointly 
with special committees of the American Psychiatric 
Association and the American Psychoanalytic Associa- 
tion, developed a Resolution of Relations of Medicine 
and Psychology that was approved by the three as- 
sociations. It was the purpose of this joint resolution 
to present a united recognition of the facts that psycho- 
therapy is a special form of medical treatment that 
should be selected for use according to medical criteria 
and that psychotherapy does not form the basis for 
a separate profession. 

During the past two years, the Council has been 
working with the American Psychiatric Association, 
and in 1955 the Joint Commission on Mental Illness 
and Health was established and incorporated. The 
American Medical Association is represented on the 
board of trustees of the Joint Commission by five 
members of the Council on Mental Health, with the 
Secretary of the Council as associate director of ad- 
ministration. The objectives and purposes of the Joint 
Commission include a nationwide critical study of 
the present methods of diagnosis and treatment ot 
mental illness and development of recommendations 
for improving the care of the mentally ill. The passage 
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by Congress of the Mental Health Study Act of 1955 
provided funds that are being allocated for the work 
of the Joint Commission over a period of three years. 
This is the most important project that has been under- 
taken in the history of American psychiatry. It is 
significant that the establishment of the Joint Commis- 
sion and the proposed legislation that resulted in the 
adoption of the Mental Health Study Act of 1955 by a 
unanimous vote of the Congress were supported by 
the American Medical Association. 

It is of historical significance that the task now being 
undertaken by the Joint Commission on Mental Illness 
and Health is the realization of the resolutions by the 
Section on Nervous and Mental Disease and the 
House of Delegates in 1930. It was the acceptance of 
those resolutions by the Board of Trustees that re- 
sulted in the appointment of the first Committee on 
Mental Heaith. That Committee recommended “that 
there be established within the American Medical 
Association a Bureau or Committee of Mental Health” 
and that “the function of this body is to take such 
steps as will enable the profession as a whole to as- 
sume the leadership in mental health which is its 
proper responsibility.” * Leadership is now assured, 
and the Council on Mental Health is dedicated to its 
maintenance and adequate functioning. 


6420 Reistertown Rd. (15). 
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THE LONGITUDINAL PATTERN IN PSYCHIATRIC THERAPY 


Lauren H. Smith, M.D., Philadelphia 


The field of medicine has never lacked drama, and 
the past two decades share the limelight of progress in 
therapy. New procedures and medicaments have eftec- 
tively met many problems in tuberculosis; in pediatrics 
antibiotics have done much in eliminating fear of in- 
fection in early childhood. In fact, these advances not 
only have actually influenced the operation of hospi- 
tals for tubercular or pediatric patients but also have 
reduced the number of inpatient beds. Similarly, 
homes or colonies for epileptic patients are now in 
reduced demand. There are moves at present to change 
the legal restrictions placed on epileptics in regard to 
driving and other such activities, since doctors in their 
outpatient medical treatment are successful in treating 
these patients. Such dramatic advances have been 
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¢ Functional and organic factors are correlated in 
physiology, and it is equally important that these 
areas be related in therapeutic activities. The new 
tranquilizing drugs are important, but pills alone will 
not solve psychiatric problems. The longitudinal pat- 
tern in psychiatric therapy means relating the refer- 
ring physician (usually the family doctor) to the 
therapy of his patient both during and after psychi- 
atric medicine. 


made to only a small extent in psychiatric medicine, 
but, at long last, it would appear that a*new day is 
approaching. 

During the decade following World War I, in psy- 
chiatric hospitals limited therapy was conducted main- 
ly through the earnest personal endeavors of the full- 
time staff members—dedicated doctors, nurses, and 
attendants. There were few psychiatrists in private 
practice. About this time there were approximately 
1,200 members of the American Psychiatric Associa- 


? 


98 PSYCHIATRIC THERAPY—SMITH 


tion. In 1956 the membership is near 9,000, but be- 
tween the 1920's and 1956 there was not even a dou- 
bling of the number of physicians and staff members 
in the state hospitals in which so many psychiatric 
patients are found. The large increase of people 
trained and interested in psychiatric medicine is con- 
fined largely to the teaching and research centers and 
to the private practice of psychiatry. Therapy in psy- 
chiatry during these decades has moved from a position 
of ambiguity to one of channeled activity. Psycho- 
therapy has become increasingly specific; and psycho- 
analysis, even though charged with inexactness, has 
assumed a definite place as therapy, not to mention its 
widespread impact upon all abstract science and cul- 
ture. 

It is significant to note that recently, along with 
developments in functional and abstract therapy, there 
has been intensified study and progress in those thera- 
pies primarily directed at the soma itself. Perhaps it 
is very healthy, at a time when the interest has been 
so significantly centered on the unconscious and its 
effect on behavior, that a balancing influence through 
scientific advances in empirical physical treatment 
should emerge with new interest and strength. This 
does create a kind of dichotomy, and a well-regulated 
scientific and medical approach should correlate the 
multiple views found in each of these areas. Both 
functional and organic factors are correlated in physi- 
ology, and it is equally important that these areas be 
related in therapeutic activities. Such correlation must 
be based on thousands of research projects and case 
studies, and years of follow-up studies. 

The rise of interest in psychiatry, not only within 
the fields of medical education, research, and practice 
but also on the part of the general public, has prepared 
the way for dramatic developments in psychiatry. The 
year 1955 might be termed the “vear of decision” in 
psychiatry. It seems that within that year there was a 
universal realization that mental health and mental ill- 
ness are the primary concern of all persons, 

In the 1930's and 1940's, insulin shock therapy, elec- 
troshock therapy, and lobotomies were found to have 
therapeutic value for certain types of patients. World 
War II helped teach the 45,000 doctors then in service 
much about practical psychiatry, especially the im- 
portance of psychosomatic medicine. New concepts 
concerning general hospital construction and organi- 
zation grew rapidly. It was proposed that all general 
hospitals have adequate psychiatric staff service and 
that facilities for psychiatric treatment, such as ward 
and private beds, treatment rooms, and the like, be 
provided in the many appropriate areas, so that there 
might be “equal opportunity for all patients,” 


Tranquilizing Drugs and Other Advances in Therapy 


The real drama in psychiatric medicine emerged 
somewhat abruptly with the advent of the new medic- 
aments generally classified as the “tranquilizing drugs.” 
In general medicine some of these have been used in 
treating headaches, hypertension, nervousness, minor 
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but painful conditions, and all psychosomatic states. 
Included among these drugs are chlorpromazine hydro- 
chloride, reserpine, and meprobamate. Through wide 
use they are becoming somewhat familiar to general 
practitioners, who along with psychiatrists are using 
these drugs in treating the minor psychiatric syn- 
dromes. The largest response, of course, has been from 
the use of the drugs in the larger state hospitals, even 
more than in the office practice of psychiatrists, but 
enough response is universally presented to call atten- 
tion to the fact that here are medicaments that are 
aiding in the psychiatric treatment of the kinds of 
patients that other therapies have failed to aid in the 
same manner or to the same degree. 

In general, these medicaments tend to reduce the 
state of tension, anxiety, and worry. The violently dis- 
turbed patient under such medication is much more 
cooperative and consistently follows the social or hospi- 
tal program under direction. Patients with depressions, 
in general, do not seem to be benefited as much by drug 
therapy as by electroshock. Patients with obsessive 
compulsive syndromes have a reduction in their tension 
and in the persistence of obsessional thinking. Patients 
with many kinds of clinical syndromes have become 
more accessible to personal contacts with psychiatrists 
and are much more successfully treated. The increased 
cooperativeness of patients is one of the most impor- 
tant effects of these drugs. They are important in ther- 
apy and management, and in the control and hospital- 
ization of patients with difficult psychiatric syndromes, 
but they are equally valuable in treating those with 
acute disorders and in office management of patients 
who have been given psychotherapy. These results 
mean, therefore, that hospitalization of such patients 
will be more pleasant and in some instances unneces- 
sary. Especially beneficial uses and results have been 
reported in recent papers by various authors who have 
used such medicaments in treating alcoholics, children 
with behavioral disorders, and elderly agitated pa- 
tients in nursing homes. 

What developments that might be described as new 
or of special interest in clinical psychiatry have now 
unfolded on this dramatic scene? The most striking 
reports naturally emanate from those large state hos- 
pitals in which hundreds of patients may be given 
new treatment simultaneously. The New York Times 
for Jan. 29, 1956, reported on results of the administra- 
tion of the new drugs at Rochester Hospital: “Dis- 
turbed patients are on good behavior . . . iron bars are 
no longer necessary . . . floral draperies have gone up 

. patients use tools in octupational therapy . . . not 
all are cured . . . but some have gone home and back 
to work . . . or are for the first time in years amenable 
to conventional forms of psychotherapy . . . the nurses 
and the ward attendants are the ones who attest most 
to the change that the drugs have brought about.” The 
last phrase is the one of most significance. At the 
Galesburg (Ill.) State Research Hospital, various 
speakers in September, 1955, generally reported re- 
markable results for both short-term and long-term 
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disturbed patients. Dr. Nathan Kline of New York 
estimated that 5% of the present hospital patients 
might be discharged if the drugs continued consistent- 
ly to have this effect. A Pennsylvania state hospital, 
even with increased admissions in 1955, sharply re- 
duced its percentage of patients and, thus, its over- 
crowding. 

Despite this success with drugs, it is important to 
see what may happen in a large overcrowded and 
understaffed hospital when other methods of treat- 
ment are adequately provided. In one Kansas state 
hospital, before large amounts of the new medica- 
ments were in use, a revolutionary change was made 
by quadrupling the number of nurses and attendants, 
and by increasing the number of psychiatrists tenfold, 
with concomitant increases in other personnel con- 
cerned with handling and treating patients. The cost 
per patient per day increased from something less 
than $3 to something in excess of $6. Almost all of 
this increase went to payroll expense for personnel. 
Dramatic results were, likewise, shown in the hospital, 
not only in humanizing all therapy but in reducing 
hospital census, amazingly shortening the average 
hospital stay, and transforming the whole atmosphere 
of the patient's life in the hospital. 

In the Pennsylvania Hospital for Mental and Nerv- 
ous Diseases, Philadelphia, a private nonprofit psy- 
chiatric hospital that has the highest ratio of doctors, 
nurses, and other personnel to the number of patients 
treated, there are approximately 100 beds occupied 
by acutely ill mental patients, with an annual ad- 
mission of about 400 patients. This hospital provides 
all the modern and accepted forms of therapy and is 
a training and clinical research institution; as a re- 
sult, its admissions and census figures soon reflect 
significantly the real success or failure of any form of 
therapy. During the past two years the average stay 
of patients was obviously shortened and the average 
daily census dropped over 10 to 15%, although the 
admissions increased over 10%. This effect may have 
been partly due to the use of the new medicaments, 
but it was more attributable to the fact that adequate 
therapy of all kinds was definitely available. 

Obviously, both drugs and psychotherapy are im- 
portant; each in its own way under reasonably fa- 
vorable circumstances may appear to be a miracle, 
but only providing pills for patients to swallow will 
not solve the psychiatric problems today. We dread 
to think that the new drugs may become the aspirin of 
psychiatry. There are new aspects in psychiatric treat- 
ment that must be kept in mind in viewing what is 
unquestionably a jongitudinal problem in therapy. 


Changing Role of the Referring Physician 


The experience during these past three decades of 
the Pennsylvania Hospital for Mental and Nervous 
Diseases is of further significance. Thirty years ago 
the psychiatric patient was brought by the family, or 
family physician—occasionally by a psychiatrist—to the 
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closed psychiatric division of the hospital. Inasmuch as 
the hospital maintained a full-time psychiatric staff, 
they, in effect, took “possession” of the sick person at 
the door of the hospital. That door seemed to shut 
out participation of the family, and there was little 
or no contact with the family doctor. This was then 
the accepted form of procedure in most psychiatric 
facilities and was, in too many instances, a relief to 
the family as well as to the practicing physician. The 
hospital examined, treated, and aided the patient in 
every way possible, and, in the majority of instances, 
succeeded in getting the patient well or ready to re- 
turn home. The patient was then handed out the door, 
so to speak, to the family, and they all went their way 
rejoicing (at least sometimes). Perhaps the family 
doctor received a medical report, if he was interested, 
but nothing was done to change the soil or back- 
ground that might have produced the condition, or 
to institute new measures to correct contributing fac- 
tors that might have triggered the mental breakdown. 
The part played by the family was almost nil, and that 
played by the family doctor or referring psychiatrist 
was not integrated with the hospital treatment. 

During the last 15 years, however, the picture has 
become quite different. It is well accepted in psychia- 
try that psychotherapy is the fundamental basis for all 
that is good and secure in mental health and mental ill- 
ness and that much in psychotherapy depends on the 
strength and meaning of the relationship between doc- 
tor and patient. Much of this has been learned from 
psychoanalysis, but it is equally important in general 
psychotherapy as well. 

Because of this, as well as for other equally good 
reasons, this hospital and others similar to it now 
have a different procedure. Previously very few pa- 
tients had their own physicians or psychiatrists visit 
them and help treat them during their necessary hos- . 
pitalization. Today 90% of all patients admitted are 
seen as regularly by their referring physician as they 
are by the full-time hospital staff. Today the admission 
of the patient has changed. It is now as if the doctor 
leads the patient by the hand to the hospital, walks 
in with the patient, remains involved in the hospital 
therapy, when the treatment is completed or success- 
ful leads his patient by the hand back home to work, 
and continues a strong and important therapeutic re- 
lationship after dismissal. As one looks at this pro- 
cedure carefully, it is easy to see that all of this is 
similar to the kind of relationship that has always 
characterized the highest and best in medicine, the 
relationship of the general practitioner to his patient. - 

This procedure illustrates what is termed “the longi- 
tudinal pattern in phychiatric therapy,” a most im- 
portant theme in psychiatric medicine today. 


Program for the Future 


Regardless of how useful or successful drug medica- 
tion may be or may prove to be or of how skillful 
intramural ivory tower psychotherapy may be, future 
success in understanding why psychiatric disorders 
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develop, what they are, why they persist or disappear, 
and what may benefit or cure them depends to a great 
extent on how successfully therapy based on_ this 
longitudinal concept is made ‘available to most pa- 
tients in all areas. 

Longitudinal therapy is no stranger to medicine. 
In tuberculosis, the anemias, chronic nephritis, and 
cardiovascular disorders nothing is more successful 
than long-term intimate control by one physician. 
Everything possible is done, as prevention, care, and 
treatment are continuous problems. Diet, work sched- 
ule, physical habits, and exercise—everything concern- 
ing the daily life of the patient is patiently organized 
or directed whenever the physician has the oppor- 
tunity to do so. This direction includes nowadays 
even the psychological aspect of advising the patient 
to live slowly and enjoyably, to avoid tension, anxiety 
and worry; and to attempt to organize his personal, 
family, community, and love life so that his daily life 
may contain the most in mental security and satisfac- 
tion and the least in frustration. If this be the accepted 
wisdom in general medical cases in this decade, how 
much more it must be emphasized and developed in 
the treatment of mental and emotional disorders. 

Psychiatry is still working symptomatically, em- 
pirically, and investigatively. Research is only at an 
early state, but again drama is entering the laboratory 
and also the clinic. Research by government bureaus, 
with the help of private foundations, and in fact by 
almost every possible type of medical facility is well 
supported. The field of research is more lacking in the 
number of trained personnel than in money. The U. S. 
Public Health Service repeatedly announces further 
expansion in all aspects of research, not only in somat- 
ic and physiological projects and drugs but as much 
or more in psychological, sociologic, and similar proj- 
ects. Psychiatrists are carefully studying what is be- 
ing done in psychotherapy, and what such methods 
accomplish. Everything is being studied in an abstract 
field of words and emotional influences whenever pos- 
sible. One project, as recently described, is concerned 
with the doctor himself. The day has arrived when 
psychiatrists are even studying each other. 

For the immediate present and for the future, much 
information is needed from research and from every- 
day clinical experience. As in all fields of medicine, 
much remains to be determined in psychiatry. What 
has been done in the past must be compared, through 
scientifically controlled clinical follow-up, with what 
is being accomplished today. The therapist needs to 
understand the origin, development, and_ personal 
background of the patient. He needs to comprehend 
all the environmental, situational, and community in- 
fluences on the patient. He must possess knowledge 
about the personality make-up, intellectual endow- 
ment, and adaptive capacity of the patient. He then 
is in a position to treat, guide, develop, protect, and 
aid the patient in all life situations, including the 
pathological. Again this procedure assumes a longi- 
tudinal pattern. 
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Relationship of Advances to Present Problems 


What is the relationship of all these advances to 
our psychiatric problems today? How do they affect 
our large state hospitals and veterans’ hospitals, gen- 
eral hospitals, private psychiatric practice, outpatient 
psychiatric clinics, and the general practice of medi- 
cine? This setting of many areas is the one in which 
all doctors including psychiatrists are operating. The 
statistics telling us of the 600,000 beds for the mentally 
ill are correct, but there are many times that number 
of patients in the other hospitals, the general hospitals, 
the outpatient departments, the private offices of 
psychiatrists, and especially in the offices of the gen- 
eral practitioner. It is to these many areas that en- 
deavor must be directed in applying preventive psy- 
chiatry and therapeutic psychiatry, whether treatment 
be carried out by psychotherapy, by drug medication, 
or by any general measures. The concept of the longi- 
tudinal pattern in psychiatric therapy may be applied 
properly in all areas. 

Those changes that have proved successful in the 
Pennsylvania Hospital for Nervous and Mental Dis- 
eases may be applied, in time, equally well in state 
hospitals for the mentally ill, and even in veterans’ 
hospitals. Admittedly, there are administrative hurdles 
to overcome as well as geographical problems, but by 
some application of principles, with a study of pilot 
projects, much can be accomplished. 

Large Public Hospitals.—The first areas concerned 
with advances are the larger public hospitals, such as 
state hospitals and Veterans Administration hospitals. 
These facilities must be made moye readily accessible 
not only to the families of patients but to the general 
practitioners who have followed their patients through- 
out their medical lives. The psychiatric specialist, of 
course, in any community will be the first to utilize the 
public hospitals when administratively practical. There, 
a longitudinal pattern of therapy can be maintained, 
but there are many hospitals in smaller communities 
already serving wide geographical areas in which 
there is little available in psychiatric hospitalization. 
Here the general practitioner carries out all respon- 
sibilities that are extramural. It follows, therefore, 
that if he becomes familiar with the hospital where 
his psychiatric patient goes, and if the hospital knows 
him also, we have the appropriate hospital and com- 
munity relationship that will provide better treatment 
in phychiatry. Perhaps this relationship has always 
been true, but we are aware of it anew because 
of the way psychotherapy should be applied, and 
especially because of the striking response of patients’ 
syndromes to the use of tranquilizing drugs. 

This idea has already been experimented with in one 
state hospital, not only as a way to make up for the 
shortage of psychiatrists but as a new idea for general 
practitioners in the hospital’s periphery. General prac- 
titioners were asked to join the staff on a part-time 
basis to do physicals, to provide medical care, and to 
act as consultants in many ways. The experiment was 
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very successful in improving the intramural level of 
medicine as well as in projecting psychiatric accept- 
ance and knowledge extramurally. 

General Hospitals.—The general hospitals, the sec- 
ond area, are finding themselves significant in the new 
picture of psychiatry. The realization of the psychoso- 
matic aspects found in so many medical and surgical 
cases and the desire to have a general hospital furnish 
an all-inclusive service including psychiatry in_ its 
responsible area have led toward better psychiatric 
practice and hospitalization. In general, it is agreed 
that most of the larger general hospitals should have 
psychiatric facilities, such as rooms, possibly wards, 
or other suitable physical arrangements, for tem- 
porary study of most psychiatric patients. It is also 
possible under some circumstances to furnish a con- 
siderable amount of treatment for some suitable long- 
term patients. There are few physicians today who are 
not familiar with one hospital or another that is suc- 
cessfully pursuing such a plan. Perhaps this idea is 
being a little overdeveloped because there are still 
some special situations in psychiatric practice that 
cannot be successfully handled in the setting of a 
general hospital. 

Protected windows, locked doors, activity restric- 
tions, and similar prohibitions do not in themselves 
produce modern psychiatric care and treatment, es- 
pecially in a general hospital environment. A proper 
medical psychiatric program may necessarily curtail 
the psychiatric patient's individual choice and freedom. 
Such restrictions must be covered by technical rights 
to establish limitations, and these rights may be exer- 
cised properly in most states only under rules and 
regulations prescribed by legal statutes for the ap- 
propriate protection of the welfare of patients. It 
follows, therefore, that measures must be standardized 
and devised that will establish correct usage for the 
psychiatric sections of general hospitals, so that new 
opportunities for psychiatric treatment will be sensibly 
available in all hospitals adequately constructed, or- 
ganized, and staffed. 

Private Psychiatric Practice. —The third area to be 
considered is the field of private psychiatric practice. 
This area needs study and elaboration, so that the 
ivory tower kind of psychiatry, so familiar in teaching 
centers, may be fenestrated to such an extent that 
good psychiatric judgment and aid may be universally 
available. The psychiatrist in private practice who in- 
volves himself in affairs of the community, who fol- 
lows his patient's therapy in the hospital, and who 
knows the needs of the patient at home and in his 
personal situation fulfills his real responsibility as a 
doctor. He also should serve not only his own pa- 
tients, but he should be a consultant in the general 
hospital with activity in outpatient service, because 
such an outpatient department in most general hos- 
pitals effectively serves in both prevention and therapy. 

An experience of a young psychiatrist in a Pennsyl- 
vania city has been impressive. This young doctor for 
years had been a full-time psychiatrist in a hospital 
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for patients with mental and nervous illnesses. He 
finally decided to go into general psychiatric practice 
in a small city. He made his excellent experience avail- 
able not just to 10 patients a day, an hour per patient, 
but to a wide group through his participation in out- 
patient services in a general hospital as well as 
through his office practice, including both psycho- 
therapy and somatic therapy. Here is a physician 
possessing good experience and capable clinical ca- 
pacity who reflects what can happen in a_ rather 
characteristic community. During the first 30 days of 
this physician's practice he saw 60 new patients; of 
these psychiatric patients only 2 needed to be hos- 
pitalized. Perhaps there were many reasons for this 
low hospitalization rate, but it is clear that the main 
reason was that adequate diagnosis, psychotherapy, 
drug therapy, and facilities were available in the 
community in every respect. 

Outpatient Department.—The fourth area of im- 
portance in this picture is the outpatient department. 
These departments are the arms of experience reach- 
ing from the hospital into the community. The serv- 
ices of these departments are not only preventive but 
supportive, which is more true for psychiatric patients 
than for any others. The greatest defects in out- 
patient departments result because they are not 
maintained either qualitatively or quantitatively in an 
adequate manner by various state hospitals and 
Veterans Administration hospitals. 

Obviously, it is true that outpatient departments 
are necessary in all the general hospitals that seek to 
keep up with the times and to become good psychiatric 
hospitals for the treatment of earlier mental and 
emotional disturbances. Treatment on an outpatient 
basis not only is of benefit to the patient but is advan- 
tageous to the participating psychiatrist and physi- 
cian and all specialists, for in such a setting they can 
know each other better and be mutually more helpful. 

General Practice.—The fifth and final area, the fun- 
damental platform of each of these areas, is handled 
by the doctor in general practice. He has a contact 
with millions of potential and actual psychiatric pa- 
tients who far outstrip in importance not only in num- 
ber but in the need for longer, effective medical work 
the 600,000 patients who are in beds in psychiatric 
hospitals. 

The general practitioner is the first contact of the 
patient in the longitudinal pattern in therapy. He sees 
the patient as an individual—mentally and physically 
in his growth from childhood, in his school, in his 
church, in his club, in his family, and in his movement 
into adult life and mentally and physically in his loves 
and hates, desires, and frustrations, in his marriage 
and family, and in his progress throughout life. The 
opportunities for medical prevention are contained in 
all these areas. The success in handling mental and 
nervous illness depends upon the amount of preven- 
tion, the amount and quality of care and treatment, 
and the follow-through on the rehabilitative measures 
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and further prevention that is so important in the life 
of the patient with a psychiatric disorder. The general 
practitioner naturally follows through with the longi- 
tudinal pattern, and with a psychiatric patient he may 
enter the treatment program with the psychiatrist or 
participate in the treatment program of the psychiat- 
ric hospital. Upon the return of the patient to his 
natural former setting, the physician can be placed in 
the position in which he can continue to be a therapist 
in every sense. If we can approach such an ideal, we 
will be able to work, through these various locations 
of hospitals and professional colleagues, to a status in 
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which the use of psychotherapy will become the 
familiar arm of the general practitioner, the tranquiliz- 
ing drugs and somatic therapies will be equally avail- 
able, and the relationship of both to that therapy 
contained in rehabilitation will become more general. 

Little of this ideal could have been contemplated 
three decades ago. Only in the last 10 years have we 
been able to seriously consider it, but now, with the 
new advances in therapy and psychiatry so obviously 
present in medicine, it is not foolish to approach these 
possibilities with new planning. 

LLIN. 49th St. (39). 


PSYCHOLOGICAL HANDLING OF THE 


Francis M. Forster. 


At first glance it is somewhat surprising to find a 
clinical neurologist appearing on a program concern- 
ing psychiatry, particularly in a symposium. However, 
after further thought, it is not at all surprising that 
a neurologist should be chosen to discuss this particu- 
lar topic. The neurologist finds that much of his prac- 
tice is composed of epileptic patients; of patients who 
have survived crippling diseases such as cerebral 
vascular accidents, poliomyelitis, or cerebral palsy; 
of patients with complications after severe meningitis; 
and of patients under postoperative observation after 
having brain tumors removed. The neurologist treats 
the chronically disabled patient, the patient with an 
incurable illness, and the patient who will recover but 
has a long period of convalescence. The neurologist 
has adopted in his practice many characteristics of 
the general practitioner of medicine. These character- 
istics include the close relationship of the doctor to 
the patient and to the patient's family, the social con- 
sciousness of the general practitioner, and the en- 
thusiasm, vigor, and availability of the general prac- 
titioner. Moreover, the well-trained neurologist today, 
while he does not practice psychiatry, has sufficient 
training in this field. In view of all of these facts, 
it is proper for a neurologist to take part in this sym- 
posium and to discuss this particular topic. 

Our older colleagues speak with equal reverence of 
the art and of the science of medicine. The tremendous 
advances made in recent years in the field of medical 
education, research, and science have led to a consid- 
erable deemphasis of the art of medicine. The younger 
graduates of our medical schools speak less and less 
often of the art of medicine and indeed have less 
and less understanding of this art. Those of us who 
deal with the clinical clerks, young residents, young 
instructors, and, indeed not infrequently, the young 
professors are only too well aware that the full need 
of practicing the art of medicine is not appreciated 
by many of our colleagues, particularly those in aca- 
demic environs and in specialized practice. The gen- 
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CHRONICALLY INCAPACITATED PATIENT 
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* Epilepsy, hemiplegia, cerebral palsy, and paraly- 
sis after poliomyelitis are a few examples of the 
chronically incapacitating conditions in which the 
physician’s knowledge of the disease needs to be 
supplemented by his understanding of the patient. 
The fears of death, of pain, and of disability need to 
be recognized and overcome. A family facing be- 
reavement should be put into action; a physician who 
knows their circumstances is aware of many important 
things that need to be done. Working in line with a 
patient’s existing motivations, the physician can in- 
duce him to use residual powers to best advantage. 
The patient identifies himse!f with a physician whom 
he respecis ard likes; suqgestion can then be effec- 
tively used, the patient can be educated as to his 
condition, and group therapy can sometimes be em- 
ployed. The ga'ns that have been made by the sci- 
ence should be paralleled by more emphasis on the 
art of medicine. 


eral practitioner, who has always been close to the 
grass roots, has never lost respect for and realization 
of the need of practicing the art of medicine. 
Psychiatry is a field of medicine in which there 
are many duties to perform. These duties include care 
of patients, teaching of students, research, and training 
of voung psychiatrists. However, one of psychiatry’s 
gre itest responsibilities is to convey to all doctors an 
awareness of the need of the psychiatric approach to 
all potients. The reason for this need is that psy- 
chiatry could never develop enough psychiatrists to 
take care of all patients nor would such care be eco- 
nomically feasible, because all the patients with mild 
aberrations and mild disturbances neither would de- 
sire nor could aftord psychiatric care. Indeed, with the 
shortage of medical personnel, it would be wasteful 
to have approximately one-half of the profession en- 
gaged in the practice of psychiatry. Therefore, the 
only way psychiatry can fulfill its obligations is by 
training young doctors and medical students carefully 
and thoroughly in the practical aspects of the field. 
This statement can be paraphrased by saying that a 
great responsibility of the field of psychiatry is to 
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train persons in and to reemphasize the art of medi- 
cine, which is especially important in the handling 
of chronically ill persons, those who are disabled, and 
those with incurable conditions. 


Fears in Patients 


The problems one faces in this group of patients— 
those chronically ill, disabled, and with incurable 
conditions—are certain fears. These fears are well 
grounded; they are not delusions. They are not para- 
noic trends, but they are based on fact, are real, and 
demand remedial steps. 

Fear of Death.—The fear of death is first and fore- 
most of these, and no one has found an adequate way 
of handling this fear. Now and then we find patients 
who are resigned and who look upon life in this world 
as a chapter in a more complete life record. To these 
patients, particularly when this life has become painful 
and difficult, resignation comes easily when death is 
inevitable. In no aspect of medicine is the art better 
exemplified than in the categories covered by this 
topic, the preparation of the patient for death, for 
disability, or for chronic illness, and the preparation 
of the patient’s family. 

When death is inevitable, patients and families who 
are aware of a Greater Power than themselves can 
sometimes face reality with stoicism and faith suffi- 
cient to sustain them. At the present time there is in 
Georgetown University Hospital a patient with an in- 
operable brain tumor. She is a young mother in very 
moderate circumstances who has four children and a 
devoted husband. She and her family understand that 
all scientific medicine has to offer has been tried and 
that there is little more that can be done. They are 
people with deep religious convictions and are con- 
vinced that a miracle will happen. We, as physicians, 
do not expect this, but the hope and faith of the 
patient and her husband serve to carry them through 
this difficult time. Sometimes one is surprised at the 
results of such faith. Martin P. Durkin, former Sec- 
retary of Labor, also had a highly malignant tumor 
of the brain with a mild preoperative hemiparesis 
that progressed to severe hemiplegia. He, his wife, and 
his sons were convinced that a miracle would occur, 
and, despite all of the predictions based on the cytol- 
ogy of this tumor, Mr. Durkin recovered from the 
operation and had a period of a year and a half of 
completely normal activity before the further spread 
of the neoplasm led to his death. 

The fear of death is often greater in the relatives 
than in the patient. This fear is a personal experience 
for almost all of us. We are not concerned nearly as 
much about ourselves as we are about our wives, 
children, and parents. Very important for a family 
facing the death of a member is the explanation of the 
role each of us plays in the biological spectrum. Par- 
ents are biologically expected to die before their 
children. This, of course, is of assistance only in re- 
conciling parents to the death of grandparents, fails 
completely in attempting to reconcile parents to the 
loss of children, and has no place regarding the death 
of the spouse. The great completeness of death is 
some solace. It closes the book of life and allows an 
evaluation, and, for the aged patient who has led an 
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exemplary life, there is some gratitude. Particularly 
for the family, there is some sense of satisfaction in a 
useful life completed and without further exposure to 
the vicissitudes, so there is no further chance of 
blotting the record of that life. 

Regarding the fear of death, the physician, with 
his friendship, counsel, soft word, light touch on the 
shoulder, and firm squeeze of the hand, transmits 
understanding and sympathy, love, and strength to the 
patient or to the family. These are the chief aids that 
the physician has to offer at that time. They convey to 
the patient or his family that, were it in your power, 
you would spare him this burden, but, since it is 
not in your power, you grieve with him. 

One of the functions of the physician at the time of 
bereavement is to put the family into action making 
arrangements. It would almost seem at first that the 
lawyer for the tamily or someone in a similar position 
should take on all of these duties. However, the 
time-consuming activities necessary immediately after 
a death—making arrangements with the funeral di- 
rector, closing accounts, and making the financial ar- 
rangements necessary from the governmental stand- 
point—serve a valuable purpose in occupying the time 
of the bereaved. 

Fear of Pain and Incapacitation.—The fear of pain 
is closely allied to the fear of death, because the only 
purpose of pain is to warn the human organism of 
disease, which is in turn a threat to the body. The 
tear of pain, therefore, occurs not so much because of 
the pain present at the moment but because of the 
extrapolation that this pain will be with the patient 
trom now on. Fear of incapacitation is in many ways 
greater and more disturbing, particularly to the head 
of a family or to a young mother, than either of the 
fears discussed above. The fear of incapacitation is 
based on anxiety concerning dependence, not only 
emotional but economic and social dependence. The 
patient with hemiplegia who cannot feed himself, 
the patient with aphasia who is cut off from easy 
communication with his loved ones—these conditions 
represent the basic fears called up by the threat of a 
protracted illness. 


Psychotherapy in General Practice 


Every good physician practices psychotherapy. He 
does not call it this, for he does not speak in psy- 
chiatric terms. The very fact that the family can pick 
up the telephone at 3 a. m. and have the family phy- 
sician come to the home in 20 minutes or half an 
hour for an emergency is itself reassurance. The re- 
assurance given by the physician in the community 
grows stronger each day that he is there. Each time 
he delivers a baby in the family, vaccinates a child, 
or cares for a grandfather or grandmother during a 
terminal illness he becomes a greater source of re- 
assurance to the family. 

Use of Suggestion.—Suggestion is a mechanism that 
has been used by physicians from time immemorial 
not only in the patients with chronic conditions but 
also in those with acute illnesses. One is always care- 
ful in using the term “suggestion,” for we are so well 
aware that many of the unrecognized practitioners of 
healing arts have used the power of suggestion almost 
exclusively to achieve results. Every physician uses 


> 


104 PSYCHOLOGICAL HANDLING—FORSTER 

this mechanism also, and suggestion is necessary to 
obtain the maximum result that can be obtained from 
the patient. By suggestion, the patient with hemi- 
plegia can be induced to push himself to the limit 
of his physical power and obtain the best possible use 
of his extremities. By the use of suggestion, patients 
who would otherwise become invalids can be induced 
to take on some occupation, not for financial or eco- 
nomic gain but to occupy their time better and to gain 
the feeling of really belonging to the community. 
By the use of suggestion, the patient with a neurosis 
can be induced to mobilize pent-up energy; the 
psychotherapist persuades him to vocalize, and thus 
his output is brought to a maximum. Often it is 
necessary to have aid from the physician trained in 
physical medicine and rehabilitation. Such treatment 
does not consist in the application of hot lamps and 
massage but in the physician’s suggesting to the pa- 
tient the proper muscle groups to use in carrying out 
a function. 

Suggestion serves to increase the motivation of the 
patient. It is important, however, not to use sugges- 
tion running counter to a good motivation in the 
patient but to use suggestion in direct line with a 
strong motivation on the part of the patient. Such 
use of suggestion can be seen in the case of an elderly 
clergyman who suffered a cerebral vascular accident, 
with resulting aphasia. This aphasia was of the 
amnesic type. He could, therefore, speak and under- 
stand spoken words, but he had lost his vocabulary. 
This was of considerable concern to him for many 
reasons. His chief fear was that he would not be able 
to perform the proper religious service for his mother 
if she died. In this case, speech retraining was done in 
the language used in the religious service rather than 
in the patient's native tongue, and only after he be- 
came adept in the use of Latin was he retrained in 
English. An attempt by suggestion to force him to re- 
learn English would have been working at cross pur- 
poses with the motivation of the patient. 

Group Therapy.—We think of group therapy as an 
organized procedure occurring at a set hour in a 
particular environment. For the physician in the com- 
munity, group psychotherapy is going on at all times 
and in many places. Whenever there is a gathering of 
patients in his office, there is actually a form of group 
psychotherapy. The patient, waiting his turn to see 
the doctor, upon seeing other people with the same 
degree of confidence in the physician is given re- 
assurance. This is amplified by the waiting room dis- 
cussions among patients, and further in over-the- 
back-fence conversations in the community and by 
the observations made in clubs, in social gatherings, 
in schools, and in church meetings. Indeed, the physi- 
cian’s success in the community is often determined 
by what might be referred to as undirected group 
therapy. It is undirected in the sense that the physi- 
cian himself is apparently not programing the session 
and yet he is. He is indirectly guiding the course of 
these psychotherapeutic sessions because every act 
that he carries out in the practice of the art and 
science of medicine has impact on the individual and 
on members of the community collectively. He is 


J.A.M.A., January 12, 1957 


also directing it by actions in his own private life, 
for example, in his relationships in his own family and 
in social groups, by his ‘attention to his fellow man, 
and by his activities in the civic life of the community. 

Identification —The mental mechanism of identifi- 
cation is of great importance to the physician. He does 
not often recognize it as such, and many a physician 
has gone to his grave without realizing the number 
of young men he has guided to medical school. I ask 
each young man I see applying to our medical school 
why he wishes to study medicine. After some dis- 
cussion, over half of them say with some hesitation 
and embarrassment, “Well, there was a doctor in my 
town.” This is followed by a description of a grand old 
physician who may not have been an earth-shaking 
scientist but who served as the motivation for the 
young man to study medicine. The physician who 
could induce an identification of this type in a young 
man so as to lead him into the desire to practice 
medicine and to help others must certainly have 
helped patients also, not only by science but by the 
art of medicine. The identification to the extent of 
studying medicine is a strong one, of course, and 
implies that any physician who has, by his example, 
led young men to study medicine must have indeed 
set up a strong wave of identification from the stand- 
point of the physical and mental health of the com- 
munity. 

This identification must be most carefully nurtured. 
It is the basis of our public relations. What the people 
think of you as a doctor, what the people think of the 
state medical society, or what the people think about 
various new concepts regarding the economics and 
practices of medicine depends upon each of us in 
our own community and upon how well we develop 
the identification of our patients and their families 
with ourselves. 


Education in Difficult Situations 


Education of the patient is a vitally important 
mechanism in the handling of difficult and desperate 
situations. Here one has to be as scientifically accurate 
as possible and yet as hopeful as possible. The ability 
to tell a patient with seizures that 85% of the patients 
with epilepsy can have their seizures controlled and 
that we expect him to fall within the category of the 
85% is education and also reassurance. The patient 
who is one of the 15% whose seizures cannot be con- 
trolled with present medicaments is educated then to 
place his hopes in the research drugs available. The 
fact that drugs are being developed and studied for 
the epileptic whose condition is not controlled means 
that he does not stand alone and that the profession is 
laboring specifically for him and the small number of 
patients with his difficulty. A patient with a feeling 
of comfort and security about medication is far more 
apt to be relieved of symptoms or cured. 

In diseases such as multiple sclerosis for which there 
is no specific and indeed not very adequate sympto- 
matic therapy at present, the explanation of the re- 
search aims and goals, of funds being expended, and of 
the direction being taken by research is often enough 
to convince the patient that in his lifetime the. solution 
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to the disease will be forthcoming. Education, how- 
ever, is something that cannot be done as a one-shot 
procedure even in schools of higher education. The 
old custom of repetition as a form of emphasis is still 
honored. Repeated office visits can be used to empha- 
size the educational factor and, of course, at the same 
time serve to maintain the reassurance. The office 
visits should not be so frequent as to be a financial 
burden or to imply to the patient that he is in danger 
or in considerable difficulty as a result of his illness 
but not so infrequent that they imply that the physi- 
cian does not care about the patient. During the 
repeated visits, the factors in education can be re- 
emphasized; education can often be given in divided 
doses over a period of several interviews. 

Education of the patient is especially important in 
our day. The vast development of scientific knowledge 
and the great publicity given to scientific facts have 
made almost everyone feel that he is a scientist and 
is, therefore, entitled to a scientific explanation. The 
use of eponyms is certainly to be discouraged, be- 
cause such usage sounds more like brilliance than 
wisdom to the patient. The mechanisms of the disease 
should be explained in language simple enough for 
the patient to comprehend, just as the mechanisms 
of his psychological attitude toward his illness must 
also be explained in simple, understandable terms. 
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Comment 


The preceding discussion leads us into somewhat | 
of a pastoral concept of the practice of medicine. We 
must always remember that God made us physicians 
for the patients and did not make the patients for us. 
This is a point that needs to be hammered home in the 
scientific emporiums of medicine. There is always a 
great wave of enthusiasm about the interesting pa- 
tient, but who, when he was ill, was not an interesting 
patient? John Marshall, in discussing the practice of 
law, commented that what was needed was not so 
much brilliance as wisdom. This is equally true of 
all the major professions. The medical profession has 
always been aware of this, and the men in the private 
practice of medicine have shown most particularly 
through the years a heavy emphasis on wisdom. 

What I have tried to point out in this paper is that 
there is a need for more emphasis on the art of medi- 
cine. This must never be, however, to the deemphasis 
of the science of medicine, and scientific gains should 
not be surrendered for the art of medicine. The art 
of medicine in the realm of the psychiatric sciences 
can be presented on a scientific basis at least in mod- 
ern medical education at the undergraduate level. 
The psychiatrist has a distinct obligation to fill this 
need. 

3800 Reservoir Rd. N. W. (7). 


CHILD PSYCHIATRY AND THE GENERAL PRACTITIONER 


George E. Gardner, M.D., Ph.D., Boston 


The thousands of physicians in general practice 
throughout the United States constitute our first line 
of defense in respect to the early detection, diagnosis, 
and treatment of emotional disturbances and mental 
health problems of both adults and children. I have 
not attended any serious discussions of these topics by 
general psychiatrists or child psychiatrists in which this 
feeling has not been repeatedly emphasized. In recent 
years every effort has been made at the medical school, 
internship, and residency levels to prepare the physi- 
cian for the adequate performance of this important 
task. 

It was, therefore, both a joy and a challenge to be 
requested to prepare these notes concerning observa- 
tions from practice and the research field in child psy- 
chiatry for presentation to my medical colleagues who 
practice pediatrics and general medicine. The joy in 
the challenge came as a result of the admonition from 
the Chairman of the Council on Scientific Assembly 
that the talk was to be practical and understandable 
—practical, in that I was to bring forward whatever 
concepts, principles, and specific things to do and not 
to do that should be and could be applied by the 
physician in his day-by-day contact with the younger 
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* Child psychiatry is, in its truest and best essence, 
family psychiatry. Emotional sickness in a child de- 
notes a disturbed relation to the most important 
people in his life, usually his mother, father, and 
siblings. With a detailed knowledge of the family 
constellation in all of its references, the general 
practitioner will be able to evaluate the possible 
emotional components in the clinical conditions pre- 
sented by individual children in the families under his 
care. This knowledge, together with the medical 
and social data on the individual child, enables 
him to give the needed comprehensive medical care. 
This involves sitting down with the parents, together 
or singly, and obtaining the necessary data when he 
is first designated by the family as their family 
physician. Trust in the physician on the part of the 
child is essential and depends on his over-all atti- 
tudes, prestige, personality, and approach. These 
must not be thought of as the armamentaria of the 
incompetent or unscrupulous practitioner; they are 
of primary importance and must be established de- 
liberately. The fact that time is required must be 
recognized by both the physician and the parents 
and must be reflected in the physician’s fees, which 
should be graded on a time rather than on a visit 
basis. Some referrals to psychiatrists or clinics can 
be avoided in this way, and the family physician 
con promote the orderly personality development of 
children from their earliest years onward. 
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patients in the families under his care; and under- 
standable, in that | was to employ a minimum of psy- 
chiatric terminology. 

As a matter of fact, this task is not as difficult for 
the child psychiatrist as it might at first seem. It is 
not as difficult because the child psychiatrist in the 
past two decades has less and less confined his atten- 
tion to being strictly a specialist dealing with his child 
patient alone and has more and more come to the 
conclusion that the practice of child psychiatry is, in 
its truest and best essence, family psychiatry. In this 
respect, his concern as a physician more closely ap- 
proximates the age-old concerns and methods of the 
general practitioner than it does those of any other 
specialist in medicine. 

The child psychiatrist, like the general practitioner, 
has learned that the child who is sick emotionally—who 
is not adjusted in that he fails to meet certain expected 
standards of development in such areas as eating, toilet 
training, education, and control of aggression—is usual- 
ly sick or disabled by virtue of his relationship to those 
most important in his life, namely, his mother, father, 
and siblings. In respect to both etiology and treatment, 
it is unthinkable for the well-trained child psychiatrists 
today to ignore the whole family of the child. The 
younger the child, the more important are these rela- 
tionships. These concepts that are daily demonstrable 
have long been known and used by the general practi- 
tioner. 

It is my observation that three conditions must be 
met in order to reach an adequate understanding of 
the problems of the individual child in his family set- 
ting. These are understood by the child psychiatrist, 
and their importance should also be understood by the 
pediatrician and by the general practitioner. They are 
the routine compilation of an adequate family and 
social history of the parents and children, the estab- 
lishment of a psychotherapeutic relationship with all 
members of the families, and the allotment of enough 
time to gather the social and family history and to 
establish the proper relationship. The success of the 
technical skills of the child psychiatrist in treating 
children with complex emotional disturbances is de- 
pendent on these three conditions, all of which the 
general practitioner can readily apply. I would like 
to comment on these in more detail. 


Adequate Social and Family History 


The physician through his education and training 
is well equipped to secure all those data referable to 
the existence of possible physical disease in the chil- 
dren as aids to definite diagnosis and correct treatment. 
He is also well aware of the possible involvement in 
the clinical picture, in either a cause or effect relation- 
ship, of the emotional factors attendant upon the 
child’s good or bad relationships with either of his 
parents or with any of his siblings. What is most 
needed is that he gather enough information about 
these intrafamily relations both initially, when the 
family first comes under his care, and later, year by 
year, as the children develop, so that he is always able 
to relate these data in their relative importance to the 
clinical picture and the responses of the child at each 
visit. This history of relationships should be fully re- 
corded by and, hence, available to the physician. 
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What are some of the important historical data that 
the child psychiatrist would suggest that the general 
practitioner secure over and beyond those traditionally 
sought concerning the medical history of parents and 
children? In general, he needs information from par- 
ents regarding their own early relationships with both 
their parents and siblings. It is a well-established prin- 
ciple in child psychiatry that the child-rearing prac- 
tices of parents are determined largely by the attitudes 
held and the practices applied by their own parents. 
The physician, viewing a child patient, stands, as it 
were, beside the parents and looks at the past for the 
parents’ childhood care and adjustments and at the 
present for the possible transmission of the good or ill 
effects of these relationships on the way the mother 
or father is responding to and caring for his own child. 

It is extremely important, for example, to know just 
what kind of mother and father the parent had. If 
they were rigid, controlling, permissive, neglectful, or 
even brutal, these factors will largely determine the 
procedures used by the parents. The contrasting atti- 
tudes of the mothers and fathers toward their children 
of different sexes may be crucial in setting in motion 
emotional and behavioral problems for their children. 
These attitudes may well have had their roots in the 
rivalries the parents met in respect to their own 
brothers and sisters years ago and in the manner in 
which they were handled in the parents’ childhood 
family groups. These data really determine in a large 
part just what kind of basic attitude toward and 
evaluation of a particular child, or a child at varying 
ages, each parent unconsciously holds in his or her 
mind. These data are as important to the general prac- 
titioner as they are to the child psychiatrist, for, in the 
light of them, he will be better able to understand 
the child and, even more important, to suggest meas- 
ures that will prevent parents from taking wrong 
courses of action in child care practices through un- 
conscious expressions of their own environments. 

The social history taken by the general practitioner 
should also, of course, include factors referable to the 
present family setup and to the internal strains and 
external stresses to which it is subjected. Without a 
knowledge of these factors, the child’s problem may 
seemingly have little meaning or, worse, appear to 
be merely the whims or phases of a badly behaving 
child. For example, how stable is this family group? 
Are there emotional problems that one or both parents 
face in respect to an adequate social and sexual ad- 
justment one with the other? What value or worth 
does each parent have for the other? What is the 
basic attitude of each parent toward their children? 
Did both want children? Do they enjoy these children, 
or are they a burden hampering the fulfillment of 
other aspirations? What needs of the parent—such as 
love, dependency, support, and encouragement—are 
unfulfilled by this partnership? Are there flagrant or 
even subtly applied inconsistencies in their treatment 
of different children in the family, and do these incon- 
sistencies reflect the parental relationships? What is 
the father’s expressed or unexpressed opinion of the 
mother as an adequate mother and the mother’s 
opinion of the father as a good and adequate father, 
and what are their own opinions of themselves in 
these roles? Finally, what are the economic stresses 
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that assail this family group? All of these factors may 
contribute toward a stable or unstable home and 
drastically affect the child’s sense of security in it and 
with his parents. In a lack of this sense of security, 
many of the emotional problems in early childhood 
arise. 

My point for emphasis is that only with a detailed 
knowledge of the family constellation in all of its 
references will the general practitioner be able to 
evaluate the possible emotional components in the 
clinical conditions presented by individual children 
in the families under his care. When he adds to his 
information on the family setup the historical data, 
both medical and social, of the individual child, he is 
then able to give the comprehensive medical care that 
is the objective and aim of all who treat children. 

As I stated above, this procedure involves sitting 
down with the parent or parents, together or singly, 
and seeking and recording these data in detail when 
the family first designates the physician as their family 
physician. To these facts, the doctor adds his intuitive 
impressions and evaluations. In former days and in 
smaller communities, the family physician sensed all 
of these things by reason of propinquity to the par- 
ents and to their forebears, and he used these facts 
admirably in promoting what he probably would have 
been the last to designate “the emotional adjustment” 
of his patients, both adults and children. With the 
complexities of modern living and modern general 
practice, these factors can only be known to the phy- 
sician through his deliberate recording of them with 
the conviction that they are probably the most vital 
and helpful data he has in his file. 


Establishment of Psychotherapeutic Relationship 
with the Child 


It is well known to psychiatrists, and should be well 
known to all who labor in any of the “helping pro- 
fessions,” that the effectiveness of therapy, guidance, 
counseling, and casework is to a great extent deter- 
mined by the subtleties inherent in the relationship 
established between the practitioner and his patient. 
The factor has been recognized and utilized as a con- 
structive force by physicians for centuries in the 
doctor-patient relationship. As a result of the rise of 
modern scientific medicine with its emphasis and re- 
liance upon precise scientific agents for the treatment 
of disease, the physician has relied less and less upon 
yromoting the total health and adjustment of his 
yatients by the efficacious and beneficial aids that 
result from his over-all attitudes, prestige, personality, 
and approach. It is assumed, covertly at least, that 
these attributes are of relatively minor or secondary 
importance or, even worse, that they are the arma- 
mentaria of the incompetent practitioner and the 
charlatan. Yet the prevalence of a majority of chief 
complaints that seemingly have no reference to the 
existence of organic disease in patients who, never- 
theless, do respond to the kind and sympathetic under- 
standing of the physician indicates to all of us that 
the therapeutic relationship with the patient is im- 
portant enough to be established deliberately and 
consciously with every person one is called upon to 
treat. 
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This factor of the physician-patient relationship is 
the one most important therapeutic tool used by the 
child psychiatrist. A large part of his training is con- 
cerned with the understanding of his relationship with 
children of various age groups with varving emotional 
disabilities. His training is also concerned with this 
understanding as applied through the use of technical 
skills that are largely verbal and attitudinal. It would 
seem, therefore, that the same approach is possible 
and desirable by the general practitioner dealing with 
the children in his family practice and that no drastic 
alterations are necessary to institute it as a routine 
procedure in general practice with children. 

It is very easy to make general statements regarding 
the need for this therapeutic or, rather, psychothera- 
peutic relationship with children, but it is less easy 
to define for application and use. Attempts at a defi- 
nition have been tried by many psychiatrists. In sum- 
marization of these definitions as they regard child 
care, one could state that what is needed most is trust 
in the physician on the part of the child. Trust is 
effected when the physician senses that, to all intents 
and purposes, he is thought by the child to embody 
all the attributes of the good and kindly father, and 
that he has in the child’s mind or feelings few or none 
of the features of an actual or fantasied, harsh and 
brutal parent. Whatever things are good are trans- 
ferred to and become a part of the child’s picture of 
his doctor. 

How does the family physician acquire this role? 
It is acquired through patient listening and sympa- 
thetic understanding. What is needed is listening and 
understanding that are governed and tuned by the 
physician's conviction that, in attending to the needs 
of a child, there are more matters that do not meet 
the eve than those that do. Children are surrounded 
many times by a world that in their inexperience is 
a fearsome world of actual and imagined threats, and 
these threats in the child’s mind are directed at him, 
his life, his body, his prestige, his sense of worth- 
whileness. The physician also senses that a physical 
or behavioral upset in the child may be directly or 
indirectly related to the unsolved problems of others 
in the family group. But above all, if the physician 
is to establish a relationship through which he can 
help the child, he must convey to the child through 
attitudes or patient, helpful attention that all these 
things are known to and appreciated by physicians, 
and that he can confide in a physician when he can 
confide in no other human being. This relationship 
might seem quite difficult to accomplish, if the phy- 
sician, associated as he is with problems of birth, 
life and death, were not already placed in the 
patient's mind in the role of the omnipotent and 
omniscient one. Kindliness, sympathy, and careful 
explanation of medical procedures that cause pain 
and discomfort are all that need be added to these 
other factors to elicit the attitude of trust, which is 
of the highest therapeutic value. 


The Element of Time 


I have selected for special emphasis the factor of 
the added amount of time necessary if one is to give 
comprehensive care to the children in the families 
under one’s care. The general practitioner is a very 


> 


10S 


busy man. Great demands are made upon his time. 
All the items that I as a child psychiatrist have out- 
lined in respect to child care, such as full and ade- 
quate information about parents and their lives and 
about each individual child and his life, and the 
careful establishment of positive relationships with 
them as total human beings and with each of their 
children, take time and a lot of it. Yet, it seems to 
me that, in many, many instances where a child is 
referred to the child psychiatrist or the child psychi- 
atric clinic, much could have been accomplished and 
perhaps referral would have been unnecessary if the 
pediatrician or the general practitioner had only had 
the time to investigate more fully the possible relation- 
ship of the child’s problem and of its meaning to the 
whole family setting. | should also add that, if parents 
expect the general practitioner to help them with the 
emotional problems of their children as well as with 
those of a more strictly physical nature, they should 
reasonably be expected to pay for the time involved 


PROBLEM PATIENT—KAUFMAN AND BERNSTEIN 


J.A.M.A., January 12, 1957 


in treating both types of problems. I am sure that 
parents more and more are expecting this compre- 
hensive child care. The physician should grade his 
fees on a time rather than on a visit basis. 


Summary and Conclusions 


The general practitioners in the United States are 
our first line of defense in respect to the detection, 
diagnosis, and treatment of mental health problems 
of any and all types and of any and all levels of se- 
verity. We shall not be on our way toward the ade- 
quate prevention and solution of these problems 
until is is possible for all physicians to give a con- 
siderable proportion of their time and attention to 
public and individual mental health—particularly, to 
the mental health and the orderly personality de- 
velopment of children from their earliest years on- 
ward. 


38 Beacon St. (8). 


A PSYCHIATRIC EVALUATION OF THE PROBLEM PATIENT 


STUDY OF A THOUSAND CASES FROM A CONSULTATION SERVICE 


M. Ralph Kaufman, M.D. 


Stanley Bernstein, M.D., New York 


The problem of diagnosis in many situations still 
presents difficulties, in spite of the many advances in 
the practice of medicine. The general practitioner who 
sees and works with a wide range of patients is often 
confronted with a diagnostic problem that puzzles 
him. In some instances the advice of a consultant is 
sought. There is a group of patients in every com- 
munity for which, for various reasons, the services of 
an individual consultant either may not be available 
or may not be sufficient. 

At Mount Sinai Hospital a consultation service has 
been set up and has been functioning for many years. 
This consultation service is a diagnostic clinic serving 
individuals with a maximum yearly income of $5,000 
if single and of $8,000 it the head of a family. There 
is a flat fee of $75 for the total service, which includes 
all the necessary examinations and tests. This consul- 
tation service is designed primarily as an aid to the 
private practitioners in the community. In most in- 
stances, the patients referred by them present diag- 
nostic problems of a puzzling nature. The over-all 
facilities of a large hospital with its varied staff and 
laboratories are available as aids in the establishment 
of a diagnosis. The staff of the consultation service is 
comprised of internists, surgeons, and representatives 
of all the specialties in medicine. All consultants in 
this service are also members of the visiting staff of the 
hospital. 


Director, Department of Psychiatry (Dr. Kaufman), and 
Minnie Kastor Fellow in Psychiatry (Dr. Bernstein), Mount 
Sinai Hospital. 

Read in the Panel on Psychiatry in American Medicine before 
the General Scientific Meetings at the 105th Annual Meeting of 
the American Medical Association, Chicago, June 11, 1956. 


* One thousand unselected outpatients who pre- 
sented puzzling diagnostic features were examined 
by the Mount Sinai Hospital consultation service. 
Examining facilities encompassed all the specialties 
in medicine and included the most comprehensive 
laboratory support, e. g., determination of basal 
meyabolic rate, electrocardiogram, Kahn test, blood 
cell count, sedimentation rate, chest fluoroscopy, 
and stool and urine analysis, with such further pro- 
cedures as indicated by the original complaint or 
preliminary findings. Afier all organic factors could 
be eliminated, in 81.4% of these diagnostic prob- 
lems the patients were found to have psychological 
factors as the basis for their complaints and illnesses. 
Only 16.6% of the 1,000 patients had organic ill- 
ness as the sole etiological factor. Emotional illness 
can and should be a positive diagnosis, not one of 
exclusion. 


The consultation service adheres strictly to certain 
procedures. A patient is accepted only if he is referred 
by his physician, who must send a letter to the clinic 
requesting an appointment and presenting any data 
about the patient that he considers of importance. The 
work of the consultation service is limited exclusively 
to diagnosis. After the investigation is completed, the 
patient returns to the referring physician, who then 
receives a complete diagnostic report with detailed 
recommendations concerning therapy. 

The consultation service operates on an outpatient 
basis. The initial interview is with the director of the 
service, who then assigns the patient to an internist, 
whose function it is to obtain a complete history and 
to make a complete physical examination. By the end 
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of the second visit the following studies have been 
» done in each patient: determination of basal meta- 
bolic rate, electrocardiography, chest fluoroscopy, 
stool examination, Kahn test, blood cell count, de- 
termination of sedimentation rate, and urinalysis. Ac- 
cording to initial findings, the patient is then referred 
to a number of specialists for further examinations and 
for indicated laboratory procedures. The average num- 
ber of visits found in our study was five, with each 
visit lasting approximately two hours. 


Present Study 


Since, as indicated above, the patients referred to 
the consultation service present conditions with puz- 
zling diagnostic features, it occurred to us that it 
might be of some value to study a group of these 
patients in terms of the diagnostic problems presented 
and the final diagnoses made. A group of 1,000 con- 
secutive patients who were seen between Jan. 1, 1954, 
and June 28, 1954, were selected. The study was re- 
stricted to the case record. None of the patients were 
interviewed or examined by either of us. No attempt 
was made to reevaluate the validity of the diagnoses. 
The data in the case record were taken at face value. 
It is only fair to state, however, that we as psychi- 
atrists suspected that some of the diagnostic problems 
presented in these puzzling cases would have psy- 
chiatric problems as their bases. 

For the purposes of the investigation the following 
categories of information were sought in the case 
record: general characteristics of the entire group as 
to sex, color, residence, and age; letter of referral from 
the private practitioner; presenting complaint; onset 
of present illness; diagnostic grouping; and recom- 
mendations to the referring physicians. The statistical 
breakdown of our group of 1,000 unselected cases re- 
vealed that 40.9% of the patients were males, 90% 
were white, 95% lived in or about 25 miles from New 
York City, and 85% were between 25 and 45 years of 
age, with 5% under 25 and 10% over 40. 

In an effort to determine what kind of problem 
cases were referred to this service, the letters of re- 
ferral from the private practitioners were examined. 
It was striking that in only seven cases was there any 
mention of possible emotional components to the pa- 
tients’ complaints. (Four of these patients were subse- 
quently determined to be psychotic. The other three 
were found to have severe personality disorders.) In 
401 instances the letters varied from a sketchy to a 
detailed history of the patient’s complaints, physical 
examinations, and differential diagnoses. The largest 
group of letters, 559, simply stated “request appoint- 
ment,” “request checkup,” “request diagnostic exami- 
nation,” etc. It is interesting to note, in this connection, 
that a great many of the physicians who wrote such 
letters, when they telephoned to make arrangements, 
indicated that they were convinced that the problems 
were of a psychiatric nature, but for many reasons 
they had not wanted to state this in the referring let- 
ter. In some cases they wished to have the authority 
of the consultation service to back up their own im- 
pressions that they were dealing with a psychiatric 
problem. 
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Presenting Complaint 


Analysis of the entire group of 1,000 cases, from the 
point of view of the presenting complaint, disclosed 
that the most frequent complaint was gastrointestinal 
symptoms, which were presented in 352 cases. Pain 
in the upper part of the abdomen and epigastric ful- 
ness were the predominant symptoms in this group; 
other frequent ones were belching and heartburn, 
upset stomach, loss of appetite, nausea and vomiting, 
and constipation. Next in order of frequency among 
the presenting symptoms were 228 multiple com- 
plaints and 26 bizarre complaints. These included easy 
tatigability, weakness, faintness, hyperventilation, eye 
and ear symptoms, dyspepsia, bulimia, hyperhidrosis, 
itching, anxiousness, tremor, dryness of throat, head- 
ache, vertigo, pains all over the body, insomnia, and 
stiffness of the neck. 

Complaints referable to the cardiovascular system 
ranked third in order of frequency, with 111 cases. These 
included pain in the chest and shortness of breath, 
palpitation, dizziness, and syncope on exertion. There 
were 109 cases of symptoms referable to the musculo- 
skeletal system. Pain in the joints, pain in the back or 
neck, and weakness or loss of function of an extremity 
were the predominant complaints in this group. Neuro- 
logical complaints ranked fifth in order of frequency, 
with 88 cases. Paresthesias, vertigo and syncope, and 
headache with memory loss were the predominant 
symptoms. In the entire group of 1,000 cases, only 86 
patients had symptoms referable to the genitourinary, 
gynecologic, and dermatological systems. 

Abstracts of two case histories illustrate typical pre- 
senting symptomatology. 


Case 1.—A married female, 46 years of age, who was tense, 
apprehensive, and asthenic, was referred to the consultation 
service with a 10-month history of dull, burning pain in the 
upper left quadrant of the abdomen that radiated to the back 
and down the left lower quadrant. Five months prior to the 
patient’s referral, the pain had become constant. It had recently 
been absent for a day or two after an injection of cyanocobalamin 
(vitamin B,,). Three months prior to referral, the patient had 
experienced severe belching and substernal pains, which subse- 
quently had disappeared. Five months before referral, an x-ray 
of the gallbladder had been reported as negative. Constipation 
had alternated with diarrhea. In the previous year the patient 
had been examined by four physicians; she was then referred 
to the consultation service for a gastrointestinal examination. 

Her history revealed a nasoplasty in 1946 and a tonsillectomy 
in 1947. The checkup in the consultation service consisted of 
physical examination, fluoroscopy of the chest, complete blood 
cell count, determination of erythrocyte sedimentation rate, 
Kahn test, determination of blood calcium level, glucose toler- 
ance test, urine and stool examinations for blood, stool tests for 
ova and parasites, purge stool examination for amebas, deter- 
mination of basal metabolic rate, electrocardiography, fluoroscopy 
of the gastrointestinal tract, barium enema, and x-ray of the 
thoracic spine. All were reported as negative. The gynecologic; 
ear, nose, and throat; and gastroenterological services also re- 
ported no significant findings. 

The patient was then referred for a psychiatric evaluation. 
She presented the picture of typical involutional melancholia. 
She was preoccupied with obsessive and somatic rumination, 
suicidal ideation, and marked self-criticism and reproach. In 
addition, she appeared extremely restless and said she had been 
tense, irritable, and very depressed since the onset of her 
“change of life.” The patient had been married four years and 
had no children. She said she was unable to adjust to married 
life and hinted that the sexual area was a particular source of 
difficulty. She was very reticent about accepting any emotional 
origin for her symptoms, in spite of her feelings of agitation. 
The consultation service's recommendation to the referring 
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physician was that the patient should receive psychiatric treat- 
ment and possibly electroshock therapy and that sedatives and 
antispasmodic drugs should be administered. 

Cast 2.—A well-developed and well-nourished male, 42 years 
of age, had a one-year history of occasional pain in the left 
anterior part of the chest and the left arm, both at rest and on 
exertion. Along with these symptoms, he had experienced 
tremor, irregular palpitations, dizziness, and lightheadedness 
lasting from 15 to 90 minutes. Six months prior to the patient's 
referral to the consultation service, his systolic pressure had 
been reported as 160 mm. Hg. His bowel movements had been 
regular, but he had noted occasional blood in the stools during 
the previous six months. After a negative electrocardiogram, 
chest x-ray, sedimentation rate, and complete blood cell count, 
he was referred to the consultation service by his local physician 
for a cardiac examination. 

Physical examination by the internist was negative except for 
the discovery of one large external hemorrhoid. The following 
procedures were carried out and revealed no significant pathol- 
ogy: fluoroscopy of the chest, determination of sedimentation 
rate, Kahn test, complete blood cell count, glucose tolerance 
test, urine and stool examinations, determination of basal meta- 
bolic rate, x-ray of the skull, x-ray and fluoroscopy of the gastro- 
intestinal tract, electrocardiography and double two-step exercise 
test, and cardiac fluoroscopy. It was felt that the patient’s symp- 
toms were functional, so a neuropsychiatric evaluation was re- 
quested. 

The psychiatrist reported that the patient’s attacks were 
characterized by panic, palpitation, and tremulousness and ap- 
peared to be on the basis of an anxiety state and hyperventilation 
syndrome. Two years prior to the patient’s referral, his wife had 
undergone a major abdominal operation for “intestinal throm- 
bosis.” While she was ill, the patient had to take care of their 
two children, which necessitated his selling his business. During 
this period of time, the patient’s father, to whom he had been 
very attached, died suddenly of a heart attack. Since his father’s 
death, the patient had been aware of a “loss of interest, concen- 
tration, and thinking ability,” difficulty in sleeping, loss of appe- 
tite, and “feeling blue” over his financial problems. It was the 
psychiatrist’s opinion that this case represented a picture of a 
reactive depression with somatization. The recommendation of 
the consultation service to the referring physician was that re- 
assurance should be given the patient as to the absence of or- 
ganic pathology and that sedatives should be liberally prescribed. 


Onset of Illness 


The next category of information studied was the 
onset of the presenting illness. Frequently, the type 
of onset offers a number of clues in the evaluation of 
the individual case. It is of interest that the onset of 
the presenting symptomatology in over 65% of the 
cases was gradual, insidious, and in the majority 
represented an exacerbation of previous difficulties. 
The duration of the complaints was one year or less 
in only 40% of our patients. Therefore, it appears that, 
in the majority of our cases, the presenting symptoma- 
tology was of long duration. Case 3 is illustrative of 
this group. 


Case 3.—A slender, well-developed 38-year-old housewife, 
appearing tense and anxious but not physically ill, was referred 
to the consultation service. She presented an 18-month history 
of a burning sensation in the perineum that was difficult to 
localize. Her menstrual periods were regular and normal. She 
had demonstrated no menopausal symptoms. Treatment had in- 
cluded excision of a rectal fissure 10 months prior to referral, 
douching with a variety of preparations, irradiation of the 
perineal skin, and administration of cortisone acetate system- 
ically. All these measures were without benefit. The patient also 
complained of occasional pain in the left lower quadrant of the 
abdomen. She attributed the pain to a “kink in the ureter,” 
which she said had been revealed by an intravenous pyelogram. 
During the previous 18 months she had been seen by five 
physicians. Complete physical examination and evaluation by 
the consultation service, including examinations by a gynecolo- 
gist, proctologist, dermatologist, and neurologist, were negative. 
She was, therefore, referred for a psychiatric evaluation. 
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The patient presented the picture of an extremely .anxiaus, 
tense, and asthenic woman with pananxieties, panneuroses 
(phobias, obsessions, and hysterical features), and a chaotic 
sexual life. She had always been a tense, nervous, and somewhat 
withdrawn individual. She had been married for three years 
and had no children. The diagnostic conclusion was that of 
pseudo-neurotic schizophrenia. The recommendation of the con- 
sultation service to the referring physician was that reassurance 
should be given to the patient as to the absence of any organic 
pathology. It was further recommended that sedation should be 
freely utilized and that psychiatric help should be obtained. 


Diagnostic Grouping 


The diagnostic grouping of these patients was the 
next step in our study. As previously stated, the diag- 
noses were taken at face value from the case records. 
No attempt was made to reevaluate the validity of the 
findings. Since 814, or 81.4%, of this series of 1,000 
patients were found to have psychological factors as 
the bases for their complaints and illnesses, it should 
be emphasized that these patients represented a group 
for whom a psychiatric consultation had been spe- 
cifically requested. (In the entire series 850 psy- 
chiatric consultations were requested.) One hun- 
dred sixty-six, or 16.6%, of the 1,000 patients were 
found to have only organic illnesses. In 20 cases, or 
().2%, no definite diagnosis was reached. 

A breakdown of the 814 cases in which there were 
psychological difficulties revealed that 508 (62.4%) of 
the 814 patients presented a frank psychiatric syn- 
drome, with 299 cases of psychoneurosis, 69 of psy- 
chosis, and 140 of marked personality disorder. One 
hundred eighty-four patients (22.6%) presented a 
functional complaint or psychophysiological reaction 
in which positive emotional factors were elicited ex- 
plaining the symptomatology, but the patients did not 
present a definite psychiatric syndrome and were with- 
out somatic pathology. One hundred twenty-two 
(14.9%) presented a psychosomatic illness in which the 
emotional factors played the most important etiolog- 
ical or perpetuating role. 

It is of interest that, in the 166 cases of organic ill- 
ness, diseases of the central nervous system ranked 
highest (42) in the total number of cases in which 
organic pathology was determined. Included in this 
total were brain tumors, petit mal and psychomotor 
epilepsy, compression of the spinal cord (disk syn- 
drome), migraine, and radiculoneuritis. Thirty-six 
cases of disease of the gastrointestinal system were 
found, including cases of hiatal hernia, carcinoma of 
the large intestine, and peptic ulcer and ulcerative 
colitis without complicating psychiatric factors. Twen- 
ty-two instances were found of organic disease of the 
cardiovascular system, including arrhythmias, inter- 
capillary glomerulosclerosis (Kimmelstiel-Wilson syn- 
drome), silent myocardial infarction, and rheu- 
matic heart disease. Twenty-two patients were found 
to have disease of the musculoskeletal system, includ- 
ing rheumatoid arthritis of the spine, myasthenia 
gravis, osteoarthritis, and rheumatoid arthritis. 


Recommendations to Referring Physician 


The final focus of study was on the recommenda- 
tions made by the consultation service to the referring 
physicians. These recommendations were considered 
important because they afforded an index of the se- 
verity of the illnesses and of prognostic implications. 


‘ 


Vol. 163, No. 2 


In 518 of the 814 cases in which there was psycho- 
pathology the recommendation was: “We believe the 
patient may be assured as to the absence of organic 
illness and treated symptomatically (reassurance, un- 
derstanding, support, and sedatives, e. g., dexamyl 
[dextro amphetamine sulfate and amobarbital]).” In 
296 of the 814 cases, the further recommendation was: 
“but the therapeutic result will depend upon the ad- 
justment of [his, her] psychogenic difficulties for which 
an intensive form of psychotherapy is indicated.” 

The conclusion reached was that in over 40% of 
these 814 cases in which there was psychopathology 
the prognosis would be poor despite any form of psy- 
chotherapeutic treatment. This prognostic estimate 
was based on the consideration of the personality 
constellation and degree of motivation present; the 
nature, duration, and significance to the patient of 
the psychic aspect of the illness; the significance of the 
somatic component to the patient, and the role of 
the iatrogenic factor in the patient’s illness. 


Comment 


It seems to us of great significance that, in a series 
of 1,000 unselected cases that presented diagnostic 
problems to the practitioner, there should be such a 
high incidence (81.4%) of psychiatric syndromes. This 
study suggests that, in those patients whose complaints 
extend over a year or longer and in whom there seems 
to be no clear-cut diagnosis, attention should be 
focused on the possibility of psychological and emo- 
tional factors playing an important role in the illness. 

It is noteworthy that, despite the constant emphasis 
by psychiatrically oriented physicians on the need to 
make a diagnosis in psychiatry on the basis of positive 
factors, most of the diagnostic work in these patients 
was done by the method of exclusion. Even in the 
consultation service the psychiatrist was called in only 
when no organic factors were in evidence. The ma- 
terial also serves to emphasize that one does not deal 
only with an either/or situation. Psychological and 
emotional factors might play an important role con- 
currently with somatic ones, and the presence of one 
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does not necessarily mean the exclusion of the other. 
This is an essential aspect of what is called psychoso- 
matic medicine. The pragmatic and therapeutic prob- 
lems involved in this type of case are many and com- 
plex. It is not the primary purpose of this study to 
discuss or evaluate that aspect of the problem. 


Summary and Conclusions 


One thousand unselected cases from a consultation 
service were studied. When the series was analyzed 
from the point of view of the presenting complaints, 
there were 352 cases of symptoms referable to the 
gastrointestinal tract; 254 cases of multiple complaints; 
111 cases of symptoms referable to the cardiovascular 
system, 109 to the musculoskeletal system, and 88 to 
the neurological system; and 86 instances of geni- 
tourinary, gynecologic, and dermatological complaints. 

An analysis of the diagnostic categories of the 1,006 
patients revealed that in 814 cases, or 81.4%, a psy- 
chiatric diagnosis was made, with the psychiatric 
disorder operating as either a primary or secondary 
factor. These cases can be broken down into the fol- 
lowing categories: In 508 cases the diagnosis was 
limited to a frank psychiatric syndrome, with 299 
cases of neurosis, 69 cases of psychosis, and 140 pa- 
tients with personality disorders; in 184 cases there 
was a diagnosis of psychophysiological disorder, and 
in 122 cases a psychopathophysiological disorder was 
found. In only 166 of the 1,000 cases was an organic 
disease without significant psychological or emotional 
concomitants diagnosed. It is of interest that in this 
category there was a high incidence of neurological 
problems. In 20 cases no diagnosis was reached. 

This study serves to emphasize the importance of 
the role of psychological and emotional factors in 
problem cases and indicates the need for establishing 
criteria for the positive diagnosis of emotional illness 
rather than relying on reaching such a diagnosis by 
mere exclusion of organic factors. 


11 E. 100th St. (29) (Dr. Kaufman). 


Dr. Irving Solomon, Director of the Consultation Service, 
aided in this study. 


Melanin Pigmentation in Disease.—Excessive melanin pigmentation occurs in association with 
many diseases affecting man. Addison’s disease is a common example and its pigmentary mani- 
festations are not surprising in view of the chemical affinity between adrenaline and melanin. 
Buccal pigmentation may be present, a condition sometimes also found in pernicious anemia 
and excessive arsenic intake. Acanthosis nigricans is rare: it is associated with carcinoma of the 
stomach and the pigmentation, usually of neck or trunk, resembles a powdering of the part 
with coal dust. Chloasma is a sequel or accompaniment of abnormal conditions of the abdom- 
inal viscera, especially those uterine in origin and also of cachexia and various cutaneous 
eruptions. Pigmentation is sometimes seen in rheumatoid arthritis, Hodgkin’s disease, leu- 
kemia, abdominal tuberculosis, chronic constipation, syphilis and, not unexpectedly, in neuro- 
fibromatosis. Recently a further connexion between abdominal abnormality and pigmentation 
has been established in the syndrome of Peutz-Jeghers: here intestinal polyposis is associated 
with pigmentation, dark brown or black specks which are most frequently found on the face, 
especially the external nares, and on the fingers and toes. Mucous membrane of lips, cheeks, 
gums and palate may be similarly affected. The disease is hereditary and familial. The patient, 
usually a young adult, presents because of symptoms relating to the intestinal polyposis— 
often abdominal pain, episodes of intestinal obstruction, vomiting or rectal bleeding. Melanin 
pigmentation is thus an accompaniment of many widely differing diseases. Apart from the pre- 
dilection for the disease to be of an intra-abdominal nature, no common factor is evident.— 
C. W. D. Lewis, M.Ch., F.R.C.S., Melanoma and Melanosis, Annals of the Royal College of 
Surgeons of England, September, 1956. 
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CLINICAL NOTES | 


TREPONEMA PALLIDUM IMMUNE ADHERENCE (TPIA) TEST IN 


DIAGNOSIS 


OF SYPHILIS 


James N. Miller, Ph.D., Ruth A. Boak, M.D. 


and 
Charles M. Carpenter, M.D., Los Angeles 


The dependability of the Treponema pallidum im- 
mobilization (TPI) test in differentiating biologic 
false-positive reactions for syphilis from those due to 
infection with the other treponemes has been well 
established. The procedure is difficult and expensive 
because motile treponemes are essential as the antigen. 
Search for a simpler test led to the development of 
the T. pallidum immune adherence (TPIA) test by 
Nelson in 1953,’ which employs for an antigen killed 
T. pallidum. The test is based on the principle that 
T. pallidum sensitized by specific antibody in the pa- 
tient’s serum adheres to the surface of human red 
blood cells in the presence of complement. On the 
other hand, adherence of T. pallidum does not take 
place in the presence of normal serum and comple- 
ment. 

Materials and Methods 


Comparative serologic studies were carried out with 
the T. pallidum immobilization and T. pallidum im- 
mune adherence tests on 189 serum samples. Of these 
samples 41, 21 of which were positive and 20 negative 
on the T. pallidum immobilization tests, were selected 
for preliminary T. pallidum immune adherence tests. 
Subsequently, T. pallidum immune adherence tests 
for sensitivity and specificity were carried out on a 
total of 148 serum samples, 69 for sensitivity and 79 
for specificity. 

The T. pallidum immobilization test was performed 
according to the method of Nelson and Mayer’ with 
modifications as described by Magnuson and Thomp- 
son*® and Boak and Miller.* The technique of the T. 
pallidum immune adherence test employed was simi- 
lar to that described by Nelson’ and Rein’ and is 
outlined in table 1. An antigen control tube was in- 
cluded to determine nonspecific disappearance of the 
treponemes after the incubation period (tube 1). In- 
asmuch as treponemes tend to agglutinate spontane- 
ously upon standing, a control tube was included to 
determine their agglutinability in the presence of 
antibody and complement (tube 2). Sensitization of 
T. pallidum by antibody formed in vivo was deter- 
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mined by the inclusion of a tube containing all the 
constituents of the test with the exception of anti- 
syphilitic serum (tube 3). For each serum tested, an 
anticomplementary control tube was included con- 
taining patient’s serum and known antisyphilitic 
serum. If the “test” tube was positive, the anticomple- 
mentary tube was not read. If it was negative, how- 
ever, the tube was read to determine whether the 
reaction was due to the absence of antibody or an 
anticomplementary action of the serum tested. The 
absence of treponemes in the supernatant fluid of the 
anticomplementary control tube was evidence for the 
presence of excess complement, and the test was in- 
terpreted as valid. The presence of treponemes was 
indicative of an anticomplementary reaction. 

After secondary incubation, the tubes were centri- 
fuged at 500 rpm for five minutes to sediment the red 
blood cells together with treponemes attached to 
their surfaces. Treponemes not adhering to the surface 
of the red blood cells remained free in the supernatant 
fluid. The superantant fluid was removed and 0.01 ml. 
examined with a binocular microscope on a dark field 
with a 40 objective and 15 & oculars. The number 
of treponemes found in 20 fields taken at random was 
recorded. The percentage disappearance of the tre- 
ponemes from the supernatant fluid was calculated 
according to the formula 100(S-T )/S, where S equaled 
the number of organisms in the supernatant fluid of 
the sensitization control tube and T equaled the num- 
ber of organisms in the supernatant fluid of the test 
sample. When the degree of disappearance was equal 
to or greater than 50%, the test was considered posi- 
tive. The differences from 26 to 49% were interpreted 
as inconclusive, whereas those less than 26% were 
designated negative. 

Results 


The results of the preliminary T. pallidum immune 
adherence tests on 41 selected serum samples, 21 
positive and 20 negative, showed perfect correlation 
with those of the T. pallidum immobilization tests, 
indicating the dependability of the former test. The 
sensitivity of this test was demonstrated on 69 serum 
samples, 25 of which were from treated patients with 
either primary or secondary syphilis and 44 from pa- 
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tients with a reactive serologic test for syphilis but 
with no history of the disease. In the former group, 
20 of the 25 serum samples were positive in both tests, 
2 were negative in each test, and 2 were negative 
in the T. pallidum immobilization but positive in the 
T. pallidum immune adherence test. The remaining 


TABLE 1.—Proctol for the Treponema Pallidum Immune 


Adherence Test 
Step* 
Human or 0% 
Guinea Human 
Hank's Red 


£ 
a Comple- Blood 
Antigen Solution Serum ment Cells 
0.5 MI. MI. 0.1 Mi. 


Tube Purpose 0.05 M1. 0.1 Mi. 
1 Antigen control +t 0.5 —t ~_ _ 
2 Ageglutinationcontrol + 0.35 Positive ~ 

serum 
3 Sensitization control 0.35 + + 
4 Positive serum control + 0.25 Positive ao + 
serum 
5 Normalserumecontrol + 0.25 Normal + 
serum 
6 Anticomplementary + 0.15 Normal + a 
control on normal and 
serum positive 
serums 
7 Test serum + 0.25 Patient's + + 
serum 
8 Anticomplementary 0.15 Patient's + + 
control on test and 
serum positive 
serums 


* Primary incubation was done after step 3 and secondary incubation 
atter step 5. Both incubations consisted of 37 C water bath for 30 minutes, 
with tubes shaken every 10 minutes. 

t + = added, — = not added. 


serum was observed to have a doubtful reaction to 
the T. pallidum immobilization test but exhibited a 
positive reaction to the T. pallidum immune adherence 
test. Correlation was observed in 22, or 88%, of the 
serum samples tested. All of the 44 serum samples 
in the second group from patients with no history of 
syphilis but with a reactive serologic test to syphilis 
showed positive reactions on both tests (table 2). Tests 
on the specificity of the T. pallidum immune adher- 
ence tests with 26 normal serum samples showed per- 
fect correlation with the T. pallidum immobilization 
tests. Fifty-two of the 53 samples from persons with 


TABLE 2.—Sensitivity of Treponema Pallidum Immune 
Adherence Test 


TPI* TPI TPI TPI Corre- 
Serums and and Negative, Doubtful, lation 
Tested, TPIA TPIA TPIA TPIA 
Clinical Status No. Positive Negative Positive Positive No. % 
Treated primary 


syphilis ....... 25 20 2 2 1 22 88 
No history of 

syphilis, reac- 

tive serologic 

testforsyphilis 44 44 0 0 0 44 100 


*TPI = T. pallidum immobilization test; TPIA = T. pallidum immune 
adherence test. 


a reactive serologic test for syphilis but with no his- 
tory of the disease were likewise in agreement. Only 
one serum that was negative on the T. pallidum im- 
mobilization test showed a positive reaction on the 
T. pallidum immune adherence test. The correlations 
for the two groups were 100% and 97% respectively 
(table 3). 
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Comment 


The T. pallidum immune adherence test in its pres- 
ent stage of development has merit in that comparative 
observations with the T. pallidum immobilization test 
indicated that it yielded comparable results. The T. 
pallidum immune adherence test was demonstrated to 
be superior in tests for sensitivity and equivalent in 
tests for specificity. The advantages of the T. pallidum 
immune adherence test are several. Since it employs 
a suspension of heat-killed treponemes, considerable 
amounts of antigen may be prepared and stored for 
use as required, and the continuous need for a colony 
of rabbits as a source for the motile treponemes re- 
quired in the T. pallidum immobilization test is there- 
by eliminated. Recent studies have demonstrated that 
the antigen required for the T. pallidum immune 
adherence test remains stable for at least six months. 
Only five hours are required for completing the T. 
pallidum immune adherence test, in contrast to the 
two days required for the T. pallidum immobilization 
test. Furthermore, the antigen used for the former 
test is less expensive than that used for the latter, 
and the anaerobic facilities necessary to maintain the 


TABLE 3.—Specificity of the Treponema Pallidum Immune 
Adherence Test 
TPI* TPI 
Serums and Negative, Correlation 
Tested, TPIA TPIA 
Clinical Status No. Negative Positive No. % 

26 26 0 26 100.0 
No history of syphilis, 
reactive serologic test 

53 52 1 52 97.7 


*TPI1=T. pallidum immobilization test; TPIA = T. pallidum immune 
adherence test. 


motility of T. pallidum in the T. pallidum immobiliza- 
tion tests are not required. Preliminary studies indi- 
cate that in the hands of an investigator who has had 
experience with the T. pallidum immobilization test 
the T. pallidum immune adherence test may, similarly, 
be employed effectively for the detection of biologic 
false-positive reactions for syphilis. Of necessity, the 
T. pallidum immune adherence test requires further 
comparative studies in several laboratories. 


Summary 


Preliminary Treponema pallidum immune adherence 
(TPIA) tests on 21 serum samples classed as positive 
and on 20 classed as negative by the T. pallidum im- 
mobilization (TPI) test resulted in perfect correlation. 
The sensitivity ot the T. pallidum immune adherence 
test was demonstrated on 69 serum samples, 25 of 
which were from treated patients with a reactive 
serologic test for syphilis and a positive reaction to 
the T. pallidum immobilization test, although they 
had no history of syphilis. In the former group, the 
T. pallidum immune adherence test was more sensitive 
than the T. pallidum immobilization test: 22 of the 
25 serum samples were positive, whereas only 20 were 
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positive in the T. pallidum immobilization test. Per- 
fect correlation resulted between the two tests on the 
latter group. The specificity of the T. pallidum immune 
adherence test was observed on 79 serum samples, 26 
of which were from normal patients and 53 from pa- 
tients with no history of syphilis but with serum 
reactive to the serologic test for syphilis. There was 
complete agreement between the two tests in the 
normal persons tested, while, of the latter group of 
53 persons, 52 had negative results with both tests 
and one had serum positive in the T. pallidum im- 
mune adherence and negative in the T. pallidum im- 
mobilization test. 
10833 Le Conte Ave. (24) (Dr. Carpenter ). 
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PURSUING THE KILLERS 


NEW ALL-OUT WAR AGAINST POISONS 


By this time tomorrow three persons will have died 
from accidental poisoning in the United States. Within 
the next 24 hours at least another 425 will eat or drink 
something that neither they nor anyone else intended 
for human consumption, and they will turn up in hos- 
pital emergency rooms—sick but alive. 

It is not cold-blooded to note that those shocking 
figures really represent encouraging news about an 
intensified battle against poisons. Ten years ago the 
casualty averages were twice as high: six deaths and 
over 850 nonfatal cases daily. How are these gains pos- 
sible in a period of growing population and growing 
accessibility to so many new toxic substances among 
drug and household items? An answer lies in the 
fighting words of the question itself: Medical and non- 
medical people have banded together to make head- 
way in a new all-out war against poisons. In communi- 
ties across the country, they are joining forces to halt 
the advance of an insidious foe that has killed some 
15,000 Americans, including 5,000 young children, in 
the past decade. 

Who are the poison fighters who helped save 150 
lives in one year? They are the Boy Scouts of Troop 
99 in Montclair, N. J., making door-to-door calls on 
1,000 families to warn of dangers in home medicine 
chests. They are members of the Milwaukee Junior 
Chamber of Commerce sponsoring “Poison Day’— 
handing out warning leaflets in shops and on street 
corners. They are Rotarians, Lions, policemen, and 
firemen helping the Southbridge, Mass., board of 
health map out a safety program covering poisonous 
materials in the home. 


Civic groups such as these, along with representa- 
tives from scores of industries, are on only one flank 
of the battle line. Medicine’s assault is being waged 
through poison control centers, which the A. M. A. 
Archives of Industrial Health, recently described as 
“a new national movement.” 

Little more than three years ago, “poison control” 
was a meaningless phrase to most physicians. A doctor 
suddenly faced with an accidental poisoning case had 
nowhere to turn for expert help. Medical school train- 
ing in toxicology was virtually nonexistent. Individual 
medical experience was useless when new synthetics 
happened to be the toxic agents. Only a few poorly 
circulated books and pamphlets were available with 
listings of specific poisons in some brand-name house- 
hold chemicals. The result often was nothing more 
than first aid, occasionally the wrong kind of “first aid,” 
in which induced vomiting of certain poisons led to 
pneumonia. There were needless deaths. 


First Center Opens 


Early in 1953 the first coordinated plan of attack 
took shape. Called to the initial blueprint session were 
chairmen of the pediatrics departments of the five 
Chicago medical schools, officials of the city board of 
health, the head of a large Chicago hospital, and 
representatives of the American Medical Association, 
the National Safety Council, the federal Food and 
Drug Administration, and the Illinois state toxicologi- 
cal laboratory. They decided it was time for action. 
The previous year 550 children had died of accidental 
poisoning in the United States—the highest toll since 
the end of World War II. Moreover, thousands of 
new products, potentially poisonous and with ingredi- 
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ents not on the labels, were Hooding the consumer 
market. Flavored aspirin, which at that time had been 
available for over-the-counter sale in drug stores for 
less than five vears, already was quadrupling prewar 
rates of deaths due to aspirin poisoning among. pre- 
school-age children. 

In November of 1953 the nation’s first poison con- 
trol center went into operation in Chicago. The first 
director, Dr. Edward Press, began establishing bench 
marks on the most dangerous poisons, on the estimated 
ratio of nonfatal to fatal cases (more than 125 live for 
each one who dies), and on the influence of candy 
medicaments. At the same time he tackled the huge 
double task of educating physicians to make use of the 
service and of enlisting the aid of various industry 
consultants to identify poisonous chemicals in their 
products. Somehow, Dr. Press also managed to re- 
spond to pleas of other cities where increased poison- 
ing threats were creating a desperate need for more 
control centers. 

Today, with nearly 2,000 cases logged, the Chicago 
center still operates in a Near South Side clinic build- 
ing. Dr. Joseph Christian, associate professor of 
pediatrics at Loyola University, has taken over the 
unpaid job of director from Dr. Press, who now is field 
director of the American Public Health Association 
and a member of the A. M. A. Committee on Toxi- 
cology. 

So far, that pioneer venture has fostered similar 
poison control services for physicians in 35 other 
U. S. cities. New ones are being formed at the rate 
of nearly two a month. Canada’s first two poison con- 
trol centers, organized largely on the Chicago plan, 
were slated to go into operation this month. Chicago's 
system this vear is being decentralized, so that calls 
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from physicians may be made to any of six strate- 
gically located hospitals (Cook County, Children’s 
Memorial, Illinois Research, Michael Reese, Mount 
Sinai, and Bobs Roberts) where pediatricians skilled 
in treatment of cases of poisoning will be on duty 
around the clock. 

Says Dr. Christian: “We hope to make this a part 
of each hospital's residency training. Eventually, all 
other Chicago hospitals may become sub-centers for 
relaying calls to the six basic points. We work only 
through doctors and hospitals because telephoned 
treatment can so easily be misconstrued by hysterical 
parents, and death might result.” 


Only First-Aid Advice 


It is generally true in other poison control centers, 
too, that the public is urged to phone a doctor first 
and that only first-aid advice is given to nonmedical 
callers. Dr. Press notes that, probably because of this 
policy, no medicolegal problems have arisen. As more 
of the public become aware of these poison control 
centers, however, many parents are bound to disregard 
such advice. This is illustrated in the cases of “the 
two Seattle Suzies,” whose mothers read about that 
citys new poison control center in a newspaper. 

Susan Kimes’ mother phoned the center to say that 
the 2'2-year-old girl had swallowed a certain brand 
of blue shoe polish. A quick check showed that the 
polish was hari.ess. Then the mother of 3-year-old 
Susan Raymond telephoned with the tearful report 
that her daughter had locked herself in the bathroom 
and had swallowed 50 baby aspirins. The immediate 
telephoned first-aid advice was: “Bring the child to 
orthopedic hospital right away for a stomach lavage.” 
The girl survived. 


Curious young hands find only a few of the many potential poisons lurking in the average household (National Safety Council photographs). 
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Practically all poison control centers in the U. S. 
represent joint action by various groups, medical and 
nonmedical. Cooperative agencies include all 116 
hospitals in New York City, an industrial laboratory in 
Michigan, and the pesticide department of a state 
agricultural school. Also taking part in these pro- 
grams are health departments, pharmacy colleges, 
coroner and medical examiner offices. visiting nurse 
associations, and medical societies. In Boston, help 
is solicited far and wide; the poison control center 
at Children’s hospital there is operated as a service 
for physicians everywhere in the country on a 24- 
hour basis. There is no charge, except in contact- 
ing specialists. 

Public alertness to the poison danger is reflected in 
the National Safety Council's past five years of mor- 
tality figures (children comprise about one-third of 
the deaths, with 9 out of 10 of such fatalities in chil- 
dren in the preschool-age group). In 1952, betore the 
first control center was established, the recorded 
poison death toll was 1,500. When Chicago went into 
action the next year, amid antipoison rumblings else- 
where in the nation, the total dropped to 1,450. 

In 1954, after the Chicago center's first full year of 
operation had inspired 14 more centers across the 
country, there was a drop to 1,400 deaths. In 1955 (the 
last year of available figures ), the toll from accidental 
poisonings took a sharp drop to 1,250. Unofficial figures 
for 1956 indicate another reduction to around 1,100 
deaths. Says Dr. Christian: “The conclusion we would 
like to draw from this is that there has been some 
impact on the general public, and that accident pre- 
vention education is beginning to bear fruit.” 


The Fight Is Intensified 


Instead of resting on these apparent laurels, both 
medical and nonmedical groups are intensifying the 
fight, with more poison control centers, more public 
education, and more vigilance of the estimated 250,000 
unlabeled and potentially poisonous everyday products 
sold in stores. These are the latest developments aim- 
ing at victory over venom: 

—The nation’s top medical experts on poisoning are 
planning to meet soon in Washington, D. C., with 
public health officials and interested lay authorities. 
Their aim: to establish a clearinghouse for exchange 
of vital information from the various poison control 
centers. 

—The A. M. A, Committee on Toxicology, armed 
with case reports of poisonings, is now working on a 
“model” law to require labeling of the many house- 
hold chemicals that do not list toxic ingredients. 
These include paints and paint removers, heating and 
cooking fuels, art supplies, cleaning compounds, and 
some toys. Joining in this effort to initiate legislation 
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are representatives of industry, medicine, and gov- 
ernment. It is hoped the model “enabling law” for 
states will be in draft form within a year. 

~The FDA is working with the American Associa- 
tion of Medical Record Librarians in a move to set up 
hospital studies that would indicate potential poison- 
ing aspects of “therapeutic agents.” 

—The A. M. A. has recently established a permanent 
subcommittee with the mission of improving public 
education in chemical poisons. 

—There is a renewed movement to urge teaching of 
toxicology in more medical schools. Six now have it 
as a separate subject, toxicology is brushed over light- 
ly as an “integrated topic” within a variety of courses 
in other schools, and many do not teach it at all. 

—The American Association of Pediatrics, a pioneer 
poison fighter, has joined with the A. M. A., the Ameri- 
can Public Health Association, major medical centers 
and schools, and the poison control centers in a new 
clinical study of treatment against one of the toughest 
poisons to counteract: kerosene. Medical advisors 
for the petroleum industry also are taking part in this 
study—as consultants and as idea men for educating 
the public in handling kerosene. 

—With some financial aid from the Proprietary Asso- 
ciation (of over-the-counter drug wholesalers), this 
month the National Safety Council and the National 
Advertising Council are launching a countrywide 
newspaper advertising campaign emphasizing poison 
hazards in the home. 


Communities Also in the Fight 


Poisons get slapped around at the local level too. In 
San Francisco, the medical societies of nine Bay Area 
counties join with business and industry in helping 
finance the northern-Calitormia poison control center 
(the local chapter of the National Safety Council 
donates office facilities, and help also comes from the 
city health department). In Berkeley, Calif., a list of 
common potential poisons in the home is mailed with 
every birth certificate. 

The Ohio Federation of Women’s Clubs joins with 
the Ohio Safety Council in a weekly radio series on 
poisons, in a pamphlet campaign tor local public 
health departments, and in preparing outlines on acci- 
dental poisoning tor pediatricians addressing groups 
throughout the state. School health workers in Rich- 
mond, Va., draft a public education campaign de- 
signed to inspire the nation’s 30 million school children 
as “watchdogs for chemical satety” by means of poster 
and essay contests and similar incentive methods. At 
Denvers poison control center, industrial experts 
volunteer as consultants on poisons that are in their 
respective products; offers of help come also trom 
Rotary Clubs, Parent Teacher Associations, and the 
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League of Women Voters. In Nebraska, the Chamber 
of Commerce, 4-H Clubs, Future Farmers of America, 
Boy and Girl Scouts, women’s clubs, veterans’ groups, 
nurses, policemen, and firemen help the state health 
department run a survey on poisonous household 
chemicals. 

On a less organized scale, individual physicians in 
scattered parts of the country are using their office 
bulletin boards as sounding boards for public educa- 
tion. They are listing highlight poison cases that occur 
in their communities each week. 

In spite of this widespread action, the push against 
poisonings will always be a tooth-and-nail tug of war. 
It has to be, because the threat is mounting. Compared 
to 25 years ago, today there are many more common 
household substances that can be poisonous: deter- 
gents and stimulants, rodenticides and_ insecticides, 
photography fixes, and plaster mixes. In addition, the 
U. S. public spends an estimated 1 billion dollars a 
year on prescription drugs and about a billion and a 
quarter more on packaged medicines. 

Says Dr. Edward Press: “At the rate that new chemi- 
cal compounds are being synthesized and distributed 
with the aid of modern advertising and merchandising 
methods, an even greater accidental threat to health 
from poisoning is likely in the future.” He calls upon 
family physicians everywhere to prevent child poison- 
ings by offering constant caution during home and 
office visits, and he adds: “Such advice almost always 
is well received because parents interpret it as a mark 
of the physician’s sincerity and concern for health. 
This is excellent public relations as well as good pre- 
ventive medicine.” 

In one California community late this spring a 3-year- 
old boy gulped down a red liquid, went into convul- 
sions, and lapsed into a coma, which was interpreted 
as restful sleep by the family doctor. A few hours later 
the boy died of strychnine poisoning from the red 
rodenticide. Had the physician been able to telephone 
the brand name of the rodenticide immediately to the 
poison center in San Francisco, he might have saved 
the boy’s life. 


Lead and Carbon Tetrachloride 


There is still much to learn about some poisons 
und the symptoms they cause. How many deaths are 
attributed to other causes after the victim’s extreme 
exposure to carbon tetrachloride? This cleaning fluid 
is described by New York City Poison Control director 
Harry Rabin as “so vicious that it should be banned 
from every home.” Carbon tetrachloride poisoning 
still often is confused with hepatitis, nephritis, and 
other ailments. How many cases of lead poisoning are 
never diagnosed because of its insidious build-up to 
permanent brain damage over a period of years, with- 
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out a clue to the real cause? Not long ago doctors at 
the University of Maryland school of medicine tested 
350 youngsters brought in consecutively to the chil- 
dren's clinic for a variety of reasons, ranging from 
mumps to arm fractures. The sampling results showed 
excess lead concentration in nearly half of the boys 
and girls. One boy was poisoned after nibbling on his 
crib’s new coat of lead paint—brushed on by his 
father, a physician. 

Poisonous household drugs and chemicals seem to 
be a culinary challenge to many a child, and usually 
the unthinking parents are to blame. A baby drinks rat 
poison from a teacup; an infant sucks on a spoon used 
to mix chlorophenothane (DDT) plant spray; and 
another child swallows turpentine kept in a mayon- 
naise jar—or benzine in a coffee can, or bleach in a 
drinking glass. 


Variety of Candy Medicines 


Meanwhile, business is booming in the sale of lolli- 
pop and chewing gum aspirin, orange-flavored vitamin 
tablets, chocolate and custard flavored antibiotics, 
fruit-flavored sulfonamide syrups, heart-shaped candy 
for epilepsy, rock-candy barbiturates, and clown- 
shaped bottles of other medicines. Candy medication 
has become an industry within the pharmaceutical 
industry, and even though there is an honest effort 
by most drug manufacturers to play down palatability 
to the general public, advertising agencies report that 
production is rising because of consumer demand. 

While most pediatricians fight the trend to more and 
more candy medicaments because of the poisoning 
potential, many general practitioners are not entirely 
convinced that a danger actually exists in the flavor 
itself. They justify properly guarded candy medica- 
ments as the only form in which some children can 
be treated. And the general practitioners insist that 
the taste itself is not a responsible factor, because 
children tend to eat a number of nonedible substances 
without regard to flavor, simply because the stuff is 
left within reach of young hands. 

In downstate [linois not long ago, a young girl's 
hands reached for a delicious-colored bottle of red 
ink on her father’s desk. Moments later, she was in a 
doctor’s office—a shocking sight to pedestrians, wait- 
ing patients, and even the physician. Blood-like 
streaks, mingled with tears, covered her face, neck, 
and clothing. The doctor washed out her stomach and 
put in a rush call to the Chicago poison control center. 
A quick check of the brand name brought this tele- 
phoned response: “That ink is harmless—she could 
drink a gallon of the stuff safely.” You can imagine 
the relief at the other end of the line. It was one 
medical bill paid with extra gratitude—that case in the 
physician’s ledger did not go down in red ink. 
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POISONOUS FISH 


Fish may be harmful to man in various ways—some 
through their bite or sting and some through bacterial 
contamination or allergens. However, the most curious 
phenomenon is ichthyosarcotoxism, or poisoning in- 
curred by eating fresh unspoiled fish of species not 
ordinarily or at least not consistently poisonous. Hal- 
stead and Lively ' state that there is no evidence that 
any species of fish except the puffer is inherently poi- 
sonous. Victims of this disease often comment that the 
fish that poisoned them tasted better than any they 
had ever eaten. So far poisonous fish have been found 
chiefly in tropical and subtropical waters. Outbreaks 
of ichthyosarcotoxism have been reported in the South 
Pacific, Philippines, Hawaii, and West Indies. In the 
spring and summer of 1954 there were four outbreaks 
in Fort Lauderdale, Fla., all caused by eating barra- 
cuda., 

Many commercially valuable species of fish have 
been found to be highly toxic at certain times of the 
vear. Serving herring in restaurants is illegal in Cuba 
and Tahiti from May to October.” In New Hebrides 
fish are most poisonous from April to July, a period in 
which the coral on which many fish feed “flowers.” 
Poisoning may, however, occur at any time of the year. 
In New Hebrides many poisonous fish are caught in 
Segond Canal, but at Shark Bay only 20 miles away 
fish of the same species are not poisonous. The litera- 
ture on this subject is filled with contradictions. Mills * 
states that, although fish living in coral reefs and feed- 
ing on coral are more likely to be poisonous than other 
fish, the red snapper is a reef fish that is never poison- 
ous. Halstead on the other hand says that red snapper 
may be poisonous. Shore feeders are said to be more 
dangerous than deep sea fish, but Paetro” says that 
poisonous fish may be found at any depth. The puff 
toad is very poisonous unless the gonads and digestive 
tract are removed before cooking. A few of the com- 


1. Halstead, B. W., and Lively, W. M., Jr.: Poisonous Fishes 
and Ichthyosarcotoxism: Their relationship to Armed Forces, 
U.S. Armed Forces M. J. 3157-175 (Feb.) 1954. 

2. Mills, A. R.: Poisonous Fish in the South Pacific, J, Trop. 
Med. 49:99-103 (May) 1956. 

3. Paetro, $.: Food Poisoning Caused by the Great Barracuda, 
Pub. Health Rep. 712933-937 (Sept.) 1956. 
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monly eaten fish that may be poisonous at times are 
pompano, horse mackerel, sea bass, perch, moonfish, 
and moray eels. 

Various attempts have been made to divide ichthyo- 
sarcotoxism into types but, because so little is known 
of the toxicology of fish poisoning, clear-cut differ- 
entiation is difficult. Dack, of the Food Research 
Institute, believes that shell fish poisoning, tetradon 
(puffer) poisoning, ciguatera (from snappers and other 
species), and gymnothorax (moray eel) poisoning are 
identical or closely related. Clinically they are char- 
acterized by loss of taste, ataxia, and respiratory 
paralysis. Scombroid poisoning from such fish as tuna, 
mackerel, bonito, or albacore is characterized by 
nausea, vomiting, flushing, giant urticaria, headache, 
and respiratory distress. Elasmobranch (shark) poison- 
ing results from eating the liver and is characterized 
by malaise, joint pains, headache, nausea, vomiting, 
diarrhea, prostration, ataxia, itching, desquamation, 
respiratory distress, cold sweats, and delirium. Fresh 
water fish (minnow) poisoning results from eating 
ovaries or roe during the reproductive season and is 
characterized by headache, fever, vertigo, vomiting, 
abdominal cramps, and diarrhea. 

There is no immunity and no specific antidote is 
known for any of these types of poisoning. The incu- 
bation period varies from a few minutes to several 
hours, and in the severest form the case fatality rate 
may be 60%. Recovery is slow. Mills states that the 
head is the most poisonous part and should always 
be discarded in endemic areas. Halstead and Lively 
say that in general the liver and roe are more toxic 
than the flesh, but Paetro says that this is not always 
the case. The Japanese remove the viscera of fish of 
the type that cause ciguatera and soak the flesh in ice 
water over night. They then pound the flesh to a pulp 
and wash it several times, add flour, and make fish 
cakes. No cases of poisoning have been reported from 
tish so prepared. Various theories have been proposed 
to explain the occurrence of this disease. Some observ- 
ers have tried to link the poisoning to the presence of 
poisonous metallic ions in the fishes’ environment; the 
size, sex, or stage of maturity of the fish; bacterial 
contamination; or spawning activity, but none of these 
theories explain all cases, and for some there is little 
or no supporting evidence. The most popular theory 
assumes the presence of some poisonous element in 
the diet of the fish, but there is as vet no conclusive 
evidence that this is the cause. 

The treatment is symptomatic. Eftorts must be made 
to combat shock. Mills recommends atropine or bella- 
donna for the salivation and nausea, but Halstead says 
these drugs are contraindicated, as they make aspira- 
tion of frothy fluids from the trachea more difficult. 
Tracheotomy may be necessary. Gastric lavage and 
purging, preferably with castor oil, are recommended. 
Sedatives and vitamin B complex also are said to be 
useful at times. Prevention is difficult, because the 
only way to detect the poison before eating the fish 
is to feed some of it to an animal and observe the 
animal. Tests applied by natives in endemic regions 
are based on superstition. It is usually hard to obtain 
a specimen of the fish eaten, and another sample of 
fish of the same species may not be poisonous. After 
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the Fort Lauderdale outbreaks, the local health de- 
partment gave out a warning through the newspapers 
and requested prompt reporting of any illness follow- 
ing the ingestion of fish, especially barracuda, and 
the forwarding of samples to the health department. 
This disease is a special hazard to travelers and sports- 
men who fish in tropical or subtropical waters. With 
the increase in use of freezing to preserve foods and 
in transporting of frozen foods, ichthyosarcotoxism 
may appear in parts of the country where it has never 
occurred, More knowledge is needed of the chemical 
and pharmacological properties of the causative toxins 
and of reliable means of recognizing poisonous fish 
before eating. 


OUTSTANDING YOUNG MEN 


This coming week, 1,600 members of the United 
States Junior Chamber of Commerce will meet in 
Dallas, Texas, to honor the “Ten Outstanding Young 
Men of the Year.” These 10, among hundreds nomi- 
nated by the general public in recent months, repre- 
sent individuals who accomplished two things in 1956: 
Each has made an outstanding contribution in his own 
line of work, and each has dedicated outstanding serv- 
ice to the general public. “Most important,” say the 
Jaycees, “these men have bettered themselves by sim- 
ply serving others.” 

A half-dozen physicians have been among the an- 
nual “10 outstanding” since the Junior Chamber began 
its awards plan in 1938, The latest list, for the first 
time, includes two physicians: Dr. Thomas A. Dooley, 
29, of St. Louis, and Dr. Hugh E. Stephenson Jr., 35. 
of Columbia, Mo., chairman of the University of 
Missouri medical school’s department of surgery. 
Also on the 1956 honor roster in Dallas next Saturday 
will be Alabama Attorney General John Patterson; the 
minister-athlete-scholar, Rev. Robert E. Richards; 
Aeronautical Research Engineer Richard Whitcomb; 
Chicago Board of Trade President Robert C, Liebnow; 
Diplomat Richard Foote Pedersen; the Brooklyn 
Dodgers pitcher and youth leader, Carl D. Erskine; 
Writer-Educator Millard Harmon; and Honolulu At- 
torney Frank W. C. Loo. 

Dr. Stephenson’s citation reads: “Through his study 
and experience with new cardio-vascular surgery tech- 
niques, Dr. Stephenson has opened the way to better 
understanding of the cause and management of sud- 
den, unexpected heart stoppage. Through animal ex- 
perimentation work, Dr. Stephenson has advanced 
practical techniques in cardiac arrest and resuscitation 
that will undoubtedly save many of the lives of the 
more than 10,000 patients who yearly experience a 
sudden and unexpected arrest of the heart.” 

Dr. Dooley several years ago led a Navy team in 
the nine-month task of delousing, vaccinating, and 
inoculating 600,000 refugees from Communist North 
Vietnam. He is now back in Indo-China as a civilian 
—explaining America, giving medical aid, and paying 
for most of this mission himself with proceeds from 
his book, “Deliver Us from Evil.” (Some of Dr. 
Dooley’s experiences are vividly described in his guest 
editorial in THE JouRNAL of last September 1.) 
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In the work of Drs. Stephenson and Dooley, the 
entire medical profession is honored. In the work of 
all 10 young men cited for their efforts last year, the 
nation is honored. And the United States Junior Cham- 
ber of Commerce deserves congratulations for its 
manner of demonstrating the perpetual opportunities 
available to voung Americans of faith, vision, and 
courage. 


MORALE AND MEDICARE 


This year a large number of private practitioners, 
for the first time, will be confronting many thousands 
of men and women in a doctor-patient relationship 
arranged by Uncle Sam. They will not be forced on 
one another, but it will be a new experience on a mass 
scale. 

This is “Medicare”—a new federal program covering 
the bulk of medical, surgical, and hospital needs for 
dependents of U. S. uniformed forces. Benefiting 
under the 65-million-dollar-a-year project are the 
wives and children of Army, Navy, Air Force, Coast 
Guard, commissioned U. S. Public Health Service, and 
commissioned Coast and Geodetic Survey personnel. 

Nearly 1 million of these dependents had been with- 
out government-subsidized medical care because mili- 
tary hospitals were not available to them. Now they 
can be treated either at federal facilities or (with limi- 
tations ) through private sources. Actually, the govern- 
ment has been administering to the families of its uni- 
formed forces since shortly after the War of 1812. But 
until a month ago it was a medical care arrangement 
not legally sanctioned, and at military bases only—often 
haphazard, incomplete, and unsuitable. 

Last June, after the Medicare act was passed, task 
forces of the Defense Department, the American Med- 
ical Association and its constituent societies, and the 
fiscal agents designated by state associations began six 
months of conferences to implement the law. Through- 
out, the Defense Department has shown a general 
attitude of sincere cooperation. Untortunately, never- 
theless, Medicare will not operate exactly along the 
lines voted by the House of Delegates two years ago 
when members resolved that the “services of civilian 
physicians and hospitals be used wherever possible.” 
Instead, the government has reserved the right to re- 
strict the use of civilian facilities in many cases. 

It is a noteworthy coincidence that the Medicare 
law went into effect last month on the 15th anniversary 
of the attack on Pearl Harbor, where morale of service- 
men’s families nosedived among the 83 wounded civi- 
lians taken to military hospitals on Oahu. Today, 
with peacetime enlistments slipping and reenlistments 
plunging, the government is citing Medicare as a 
morale-building factor assuring the security of a better 
career for men and women in uniform. Thus, in lieu 
of raising armed forces pay, Defense Department plan- 
ners hope by Medicare to solve a problem of turnover 
that they describe as “unbelievably expensive” in 
terms of defense dollars and combat strength. (Else- 
wnere 1m this issue {page 120] is a report on Medi- 
care. ) 
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MEDICARE PICKING UP MOMENTUM 


A new kind of medical care plan for some 2 million 
wives and children of persons in the U. S. uniformed 
forces is gathering momentum as Congress goes into 
session to authorize the program’s multi-million-dollar 
cost. 

Medicare—the Dependents’ Medical Care Act— 
went into effect Dec. 7 as part of the Defense Depart- 
ment’s campaign to bolster enlistments and reenlist- 
ments for its large-scale “career incentive” program. 
Medicare is a pioneering venture in which the 
government is calling for the cooperation of all 7,000 
hospitals and 141,000 practicing physicians in the na- 
tion. It was drafted last June to eliminate the cost of 
U. S. military hospital expansion and to prevent an 
alleged shortage of military physicians when the “doc- 
tor-draft” law expires July 1. 

The program will cost the taxpayers an estimated 
60 to 70 million dollars a year. Congress, which opened 
its new session last week, has been asked to appropri- 
ate 41 million dollars for Medicare through July 1, 
when contracts again are negotiable with medical 
associations in the various states, Alaska, Hawaii, Puer- 
to Rico, and the District of Columbia. That also is 
the date when a standard identification form will re- 
place the variety of conventional ID, PX, and other 
cards now allowed for certifying eligibility. 

This is how Medicare works: Unless the govern- 
ment specifically restricts him to use of armed forces 
installations for Medicare (as it can in some cases ), 
a serviceman in need of medical, surgical, or hospital 
care for himself, his wife, or any of his children may 
go to a civilian physician of his choice. Proper iden- 
tification for eligibility is made, the medical service is 
rendered, and the physician thereupon bills the Medi- 
care fiscal agent designated by the appropriate state 
medical association. There is no nationwide uniform 
system of fees; instead, each state negotiates a con- 
tract with the Defense Department. 

The physician or hospital is paid by check after 
sending a claim form called “Statement of Services 
Provided by Civilian Medical Sources” to the fiscal 
agency, which in turn is reimbursed by the government 
for the amount of the bill plus administrative costs. 

Whenever a physician beiieves he should be paid 
more than is allowed in the contract schedule, he 
looks to the government (via a special report to his 
medical society ) for payment—and not to the patient. 
If he treats a patient later found to be ineligible under 
the program, it is up to the government to pursue the 
case; the doctor is reimbursed in the norma! manner. 

Any physician has the right to refuse to treat any 
patient under the program, without having to state a 
reason. However, most state medical associations, in 
their informational material to members, have urged 
individual cooperation. The Illinois State Medical So- 
ciety advises its members: “Physicians should bill the 
usual and customary fees they would ordinarily charge 
to people whose earnings generally do not exceed 
$4,200 a year... . It is intended that physicians will 
not bill patients for charges in excess of the amounts 
that can be reimbursed under this program.” 


Eligible for Medicare are Army, Navy, Air Force, 
Marine Corps, Coast Guard, commissioned U.S. Pub- 
lic Health Service, and commissioned Coast and Geo- 
detic Survey personnel, their wives and children. Most 
have already been able to receive medical care at 
armed forces installations, but the new program for 
the first time makes civilian facilities available to them 
—including over 800,000 dependents who had been 
entirely without government-subsidized medical care. 

Medicare is not free. The government, largely to 
discourage possible abuses by some would-be patients, 
is billing hospitalized patients $1.75 a day or a total 
of $25, whichever is more. So far, drugs and medical 
supplies are being financed by the government only 
when they are furnished during hospitalization or ad- 
ministered directly by the physician. 

Medicare's operation is the result of repeated con- 
ferences, many of them into the night, between De- 
fense Department officials on the one hand and officials 
of the A. M. A., constituent medical societies, and 
designated fiscal agents on the other. These confer- 
ences began last summer. 

Last November, Dr. Edwin S. Hamilton, the A. M. A. 
trustee who headed a Medicare task force, told the 
House of Delegates in Seattle that the A. M. A. in its 
part of the talks tried to protect the traditional physi- 
cian-patient relationship while promoting a flexible 
program maintaining local customs. He added: “The 
regulations finally promulgated by the Department of 
Detense were, in general, reasonable interpretations 
of the Act although some of our recommendations 
were rejected. ... This program carries with it some 
danger to the private practice of medicine. Constant 
vigilance will be necessary to prevent any significantly 
adverse effect.” 


THE PHYSICIAN'S OBLIGATION TO SOCIETY 
Elmer Hess, M.D., Erie, Pa. 


We are gathered here today for two purposes. The 
first is to refresh ourselves by attending the interim 
session scientific meetings so that we may go back 
to our communities better physicians. The second is 
to attend the semiannual meeting of the House of 
Delegates, where policies in all matters pertaining to 
all aspects of the practice of medicine may be dis- 
cussed and from which we will steer our course until 
the Annual Meeting in June. 

For a tew moments let us look at the scientific ses- 
sions. Twice a year the American Medical Association 
holds the greatest one-week postgraduate medical 
seminar in the world. Here are gathered together the 
greatest scientists and teachers in American medicine 
to share their knowledge and experience with all of us. 
Here too the physician who is not necessarily a teacher 
is given the opportunity to participate in these semi- 
nars as a teacher as well as a student. These two 
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annual scientific meetings are completely recorded, 
and most of the papers and the discussions heard here 
not only are of inestimable benefits to those who attend 
but even more important these proceedings are made 
available to the profession during the ensuing months 
through the pages of that greatest of all scientific 
medical journals, THe JourRNAL of the American Medi- 
cal Association. In THe JouRNAL’s pages are recorded 
the majority of firsts in medical clinical experience 
and research. THe JOURNAL also records the trans- 
actions of the House of Delegates and al] other infor- 
mation concerned with the socioeconomic and political 
aspects of medical practice in all of its ramifications. 
Here is a constant source of valuable information for 
all physicians whether or not they are themselves 
present at these meetings. These factors then are those 
that influence us in our daily lives as we too struggle 
with our scientific, socioeconomic, and political prob- 
lems at the grass roots. In other words—back home. 
This then brings me to the subject assigned to me, 
“The Physician's Obligation to Society.” 

Is it enough for a physician to spend four vears 
in high school, four years in college, four years in 
medical school, one year as an intern, and then, if he 
specializes, another five years as a resident and then 
at the age of say 28-35 start out just to earn a living? 
Our experts tell us that the average age of the young 
physician when he starts to practice is about 30 and 
that the cost to somebody is approximately $50,000 if 
we figure in his lost earnings during these crucial 
years. Most men have young families and there are 
bread and butter problems that of necessity have to be 
met. Certainly these young physicians are entitled 
to be paid for their services. However, one essential 
fundamental philosophy must always remain clear. 
The physician’s first obligation to society is to render 
service. Money, per se, should never be the primary 
consideration in the mind of either the young or any 
physician for that matter. But, I ask you, is a profes- 
sional life of service sufficient for the physician even 
with this great motivating principle? Mv answer is 
“no.” 

The physician has many many obligations to society 
besides the principal and primary one of rendering 
service to suffering people. He has to be a leader in 
every aspect of civil lite in his community as well as 
accept obligations to his state and the nation as a 
whole. He is as a rule one of the best trained and edu- 
cated men in the community. He is, if he is willing to 
work, a well-remunerated individual. He must have 
not only the narrow concept that he is a physician but 
the broad concept that he is physician-citizen with 
all of the obligations that go with the preferential 
treatment that he is afforded by all branches of so- 
ciety. In other words, he is preferentially treated by 
evervone, including the elected authorities of govern- 
ment. 

Since he is a citizen of a God-fearing country, one 
undoubtedly blessed by the Almighty, he should have 
a strong faith in spiritual values. He need not be a 
creedist, but he should affiliate himself with some re- 
ligious group and raise his children in an atmosphere 
that gives them an appreciation of the great spiritual 
values that make the Fatherhood of God responsible 
for the Brotherhood of man. 
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He should take an active interest in all educational 
programs and be particularly interested in health 
programs, whether they be community or govern- 
mental. If possible he should likewise be interested 
and contribute toward those community programs 
that have to do with the development particularly of 
the underprivileged child or the health and educa- 
tional programs of the handicapped child. One of the 
greatest satisfactions in my own experience came from 
my association with the Erie Boys’ Club. I was presi- 
dent for over 30 years, and we had the first physical 
examination program in boys’ clubs in America. I 
have seen many of these boys whom I knew as sickly, 
handicapped, underprivileged boys go on to great 
things as college athletes and as community leaders, 
and I have always felt that the many physicians who 
served with me in an experimental program with these 
voungsters gained with me more than we ever gave. 

Every physician should be a member of his local 
chamber of commerce or the association that is its 
equivalent in the community. Not only should he 
belong but he should participate. He may not see 
where such a membership is worth what it costs or the 
time, but if he is looking only for material reward I 
can show him how such a membership does pay in 
dollars and cents. 

It stands without argument that he should take an 
active leadership in all things pertaining to the hos- 
pitals of his community, and that brings up a subject 
that I dislike to talk about, namely, the physician’s 
obligation to contribute of his material to both the 
hospitals and the community chests or the United 
Fund. Too frequently we feel that we contribute so 
much free service to patients that we should not be 
even asked to contribute to the voluntary charities of 
our communities. There is no more fallacious argu- 
ment than that. We probably as a class have the best 
incomes in the community, and we are just as much 
if not more obligated to do our fair share financially 
as are any other members of the community. This one 
great failure of ours causes our patients and friends 
to raise their evebrows when we fail to meet volun- 
tarily our fair share of community giving, and I am 
sorry to say that we have failed miserably in this aspect 
of our community obligations. There was a time in my 
own community when we were very severely criticized 
for our group failure to meet our fair share in giving 
to both capital hospital and community chest drives. 
This has been greatly improved in recent years by 
county medical society leadership in this very impor- 
tant civic function and duty. 

Without Blue Shield and Blue Cross and other in- 
surance programs our hospitals and ourselves would 
be hard put to render the services that these two 
organizations have made possible. Since we have ac- 
cepted the insurance principle, many patients who 
previously would be nonpaving patients have had their 
bills at least partially paid, and [am iaiher intolerant 
of the physician who is not a participating member ot 
Blue Shield and who complains when Blue Shield 
pays the patient and not him directly. | also am in- 
tolerant of the physician who in defense of his atti- 
tude in not being a participating member says with 
a loud voice. “Nobody is going to tell me what to 
charge.” | am outspoken enough to say the physician 
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who takes such an attitude is primarily interested not 
in service but in money. Today's professional treedom 
to be a private practitioner of medicine instead of a 
slave of government is due solely to Blue Shield—the 
physicians’ answer to socialized medicine. Forgive me 
if I offend, but sometimes the truth hurts, and T am 
so jealous of the good name and the freedom of our 
profession. 

This then brings me to the subject of medical 
ethics. Much has been written and said about medical 
ethics. Some have attempted to establish rules and 
regulations and an effort has been and is being made 
to spell out a code of behavior for medical people. 
No code of behavior could be written that would stay 
up-to-date in our fast-moving world. Conduct and 
various types of agreements between physicians and 
physicians, physicians and nonphysicians are changing 
so rapidly from a legislative and legal point of view 
that a procedure considered unprofessional 10 years 
ago is today considered both ethical and legal. There 
is only one fundamental principle involved in a decent 
physician’s code of ethics, i. e., “A physician takes care 
of sick people.” All other things in the so-called code 
are simply stated regulations that are useful only as 
guides for our conduct in relationships with our fellow 
physicians and the public. A good clean conscience 
and faith both in our fellow man and in a Creator are 
sufficient guides to keep us ethical, moral, responsible 
individuals. 

Now | would like to speak to you for a few moments 
about another very important duty that the physician 
has in his community. Since he is a citizen of the com- 
munity—since he has decided to do all of those things 
in the community that have to do with community 
betterment and since he realizes that only as the com- 
munity grows and improves is it a better place in 
which to live, raise his family, and practice—he must 
also realize that he and the adult members of his 
family have a very important obligation. They are 
not and cannot be good citizens unless they are regis- 
tered in the party of their choice and in every election 
exercise the right to vote. This means that we should 
even become more civic minded than we have ever 
been. Every election is important—every public office 
from the precinct up to the national level is important. 
In your municipal and county elections, those who 
represent you at these levels are the men as a rule who 
aspire to the leadership of your party at the state and 
national levels. Good candidates then from both par- 
ties will be available. Public office is public trust, 
and we deserve the kind of government we get unless 
each of us participates in every election. The most 
amazing thing to me is to see from three to five times 
as many votes cast, for instance, for an alderman as 
are cast for a bond issue. These bond issues are the 
basis often for your tax rate, and yet few people even 
take the trouble to find out how the moneys so raised 
are to be spent. The business of government is very 
important because government creates nothing. Gov- 
ernment to have money to spend must get it from only 
one source, your pocketbook. 

Politics is the science of government, and those who 
become politicians should be the most representative 
citizens in the community. The selection of candidates 
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from the precinct leaders up depends solely upon the 
good judgment and good citizenship of the community. 
The improvement of the quality of candidates in each 
party can only be accomplished if every individual 
takes an active interest in political affairs. 

Too often men in public office put their own per- 
sonal desires above that which they know to be to the 
best interests of their country. Too often legislation is 
passed that has a terrific impact upon us socially, 
economically, and politically without the legislator 
having even read the bills presented. It is our duty as 
citizens to tell our representatives what we think and, 
when reelection comes up, if that man has failed us, 
to let the electorate know the facts and if necessary 
to put someone up against him in the primaries of our 
own party. When we take this kind of interest, then 
both parties will be better prepared to do that which 
is to the best interests of the whole body politic. 

Yes—politics is the science of government. Yes—we 
must become a part of it. Yes—we can have the kind 
of government we want but we have to pay the bill 
by work, study, and education, and we cannot ac- 
complish that which is best for our country without 
good candidates in both parties and without register- 
ing in the party of our choice—voting and getting 
everyone else to vote who is eligible. 

A good physician is a good citizen—the one comple- 
ments the other. We physicians have proved that we 
can be politicians. Let us continue to be good _poli- 
ticians. 


TOM HENDRICKS APPOINTED 
A. M. A. FIELD SECRETARY 


The Board of Trustees has annouced the appoint- 
ment of Thomas A. Hendricks, who has been serving 
as Secretary of the A. M. A. Council on Medical 
Service, to the newly created position of Field Secre- 
tary. Mr. George Cooley, who has been Associate 
Secretary, was named Acting Secretary of the Council. 
As field representative from the Secretary's office in 
Chicago headquarters, Mr. Hendricks will interpret 
A. M. A. policies and programs for state and county 
medical societies. He will be a link in the chain of 
communication between state and county medical 
societies and the A. M. A. 


INDIANA HONORS A. M. A. OFFICERS 


Dwight H. Murray, President, F. $. Crockett, Vice- 
President, and Roscoe L. Sensenich, a former president 
of the American Medical Association, were honored 
recently when they were awarded honorary member- 
ships in the Indiana State Medical Association. Only 
twice before in the history of the Indiana association 
have honorary memberships been awarded. Dr. Mur- 
ray, of Napa, Calif., was born and educated in Indiana; 
Dr. Crockett, also Chairman of the A. M. A. Council 
on Rural Health, lives in Lafayette, Ind., where he has 
practiced urology since 1905; and Dr. Sensenich, an 
internist, retired last June after practicing in South 
Bend, Ind., for 46 vears. 
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PROCEEDINGS OF THE SEATTLE CLINICAL MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE CLINICAL MEETING IN SEATTLE, NOV. 27-30, 1956 


(Continued from page 53) 


Report of American Medical Education Foundation 


The Speaker referred the report of the American 
Medical Education Foundation (see THe JouRNAL, 
Oct. 20, 1956, pages 818-819) and the following sup- 
plementary report of the Board of Trustees on the 
A. M. E. F. to the Reference Committee on Miscel- 
laneous Business. 


Supplementary Report of the Board of Trustees 


Dr. Gunnar Gundersen, Chairman, Board of Trus- 
tees, presented the following supplementary report: 


AMERICAN Mepicat EpucATION FOUNDATION 


The Board of Directors of the American Medical 
Education Foundation has informed the Board of 
Trustees that this year, 1956, the funds received by 
the Foundation will be sent direct to the medical 
schools instead of through the National Fund_ for 
Medical Education. The reasons for this action are 
as follows: 

In 1951 when the Foundation was created, it was 
felt that the funds of the Foundation would serve as 
a stimulus to further contributions from all sources. 
Until 1955 the funds from the Foundation totaled 
more than half of the amount donated to the schools 
by the National Fund. Now the amount is less than 
half, so the need of the stimulus of the Foundation 
funds no longer exists. A completely separate listing 
and mode of donation will now serve to stimulate the 
doctors to contribute to their own organization more 
than if the funds continue to be channelled through 
another organization. Better relationships can be 
established with the alumni funds which deal only in 
earmarked money. The Fund does not solicit ear- 
marked money, while the Foundation does. 

However, one complicating factor has arisen and 
that is the matching funds being donated this vear 
to the National Fund by the Ford Foundation. Since 
the funds donated direct to the schools by the Founda- 
tion will not be matched by the Ford Foundation, 
the medical schools would receive approximately 
$120,000 less than under the old system. 

Both the Foundation directors and the Board of 
‘Trustees feel that the new system will in the long run 
be of benefit to the medical schools in that both the 
Foundation and the Fund will be able to raise more 
money. This will, of course, take time. Hence, for this 


vear, so that the schools will not be penalized by the 


new system, the Board of Trustees has appropriated an 
additional $125,000 for the American Medical Educa- 
tion Foundation to make up for the funds that the 
schools would have received through the matching 
grants of the Ford Foundation. This amount is in 
addition to the $100,000. previously appropriated. 


Also, the House should bear in mind that the American 
Medical Association underwrites all the expenses of 
the Foundation, both in its fund drives and its educa- 
tional programs. This expense for 1956 approximates 
$115,000, so that the total contribution made by the 
American Medical Associ to the American Medi- 
cal Education Foundation for the year will actually 
be $343,000. There is nothing more important than 
the support of our medical schools in order to keep 
them free. The Board of Trustees is happy to do all it 
can to assist the program. 

We are deeply indebted to the doctors who have 
generously supported the Foundation, and we are also 
equally indebted, perhaps more, to the industries and 
individuals that have supported the unselfish efforts 
of the officers and directors of the National Fund. Both 
organizations must prosper, and we are confident that 
both will receive the necessary support. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, read 
the following report, which was adopted: 

Report of American Medical Education Founda- 
tion: We note the sixth report of the activities of the 
American Medical Education Foundation covering 
the period from July, 1955, to June 30, 1956. The 
report denotes continuous growth in income and in 
the number of contributors. On Dec. 31, 1955, the 
American Medical Education Foundation transferred 
to the medical schools through the National Fund for 
Medical Education $1,120,429 to make a total of 
$4,684,312 that has been distributed to medical schools 
by the American Medical Education Foundation since 
1951. There is high hope that continued interest and 
stimulation will swell the 1956 income to more than 
$1,000,000. This is highly commendable. There is 
further evidence of the medical profession’s assuming 
its responsibility in the matter of financing medical 
education. The American Medical Education Founda- 
tion report under the heading, State Activities and 
Gifts, states that many different approaches to the 
support of the Foundation were used. A number of 
states were singled out for special comment. Among 
them are California, Nevada, Idaho, Utah, Arizona, 
Illinois, Oregon, and New Jersey. Many other states 
have actively organized committees at the local level 
resulting in marked increases in the number of individ- 
ual contributors. It is noted that a number of advisory 
members of the American Medical Education Founda- 
tion were selected. From these members the formation 
of a national council is anticipated. This council will 
aid and advise the Foundation in its efforts to increase 
and maintain continued interest in the American 


> 


124 


Medical Education Foundation. The annual report 
mentions continuing efforts to explore ways to effect 
economies. An annual meeting of state chairmen was 
held ond considerable interest was evidenced by the 
various chairmen present. It is hoped that the 
enthusiasm shown at this meeting will be carried 
back to the local state societies where the so-called 
missionary work is most needed. The report expressed 
appreciation to all who are helping by giving of their 
time, talents and money, also many grateful thanks 
to the many state medical journals and to the publish- 
ers of Wedical Economics and Modern Medicine for 
the advertising space contributed to the American 
Medical Education Foundation. The Board of Trustees 
has appropriated an additional $125,000 to the Ameri- 
can Medical Education Foundation to make up for 
the funds that the schools would have received through 
the matching grants of the Ford Foundation. This 
amount is in addition to the $100,000 previously appro- 
priated. Also, the House should bear in mind that the 
Board of Trustees underwrites all the expenses of the 
Foundation in both its fund drives and its educational 
programs. This expense for 1956 approximates $118,- 
000, so that the total contribution made by the Ameri- 
can Medical Association to the American Medical 
Education Foundation for the year will actually be 
$343,000. Your reference committee endorses this ac- 
tion of the American Medical Association. 


Su lementary Reports of the Board of Trustees A-G 


Supplementary reports of the Board of Trustees 
were presented to the House by title, by the Vice- 
Syo-ker or by members of the Board as follows: Sup- 
plementary report A by Dr. Leonard W. Larson; B 
by title; C by Dr. Edwin S. Hamilton; D by the 
Vice-Speaker, Dr. Louis M. Orr; E and F by the 
Chairman, Dr. Gunnar Gundersen; and G by Dr. 


F. J. L. Blasingame. 


A. Turrep Procress Report OF COMMISSION ON 
MepicaL Care PLANS 


Supplementary report A was referred to the Ref- 
erence Committee on Insurance and Medical Service. 

On May 17, 1956, the Commission on Medical Care 
Plans reported in its second progress report to the 
Board of Trustees that it had completed the first 
phase of its work that entailed the measurement of the 
major quantitative and historical aspects of the vari- 
ous areas of study as previously outlined. This was 
accomplished through the completion of seven  re- 
search projects carried out by members of the stafl 
and requiring, in some instances, the assistance of 
cooperating organizations. This body of material has 
therefore enabled the Commission to achieve the first 
objective of its study, which was the determination of 
the nature and methods of operation of the various 
tvpes of plans through which persons receive the 
services of physicians. 

The Commission also intormed the Board of Trus- 
tees that its next phase of activity would concentrate 
on the next two objectives of its study, namely, the 
effect of these plans on the quality and quantity of 
medical care provided and on the legal and ethical 
status of the arrangements used by the various plans. 
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The Board of Trustees concurred in the Commission's 
belief that this aspect of the study presented a real 
challenge and suggested to the Commission that it 
carry on a series of field projects among a representa- 
tive number of plans to assist it in arriving at criteria 
for the further evaluation of these plans. The Com- 
mission has been guided by the suggestion of the 
Board of Trustees in its activities over the past few 
months. Several of its members who comprise one of 
the committees of the Commission have, together 
with the Chairman, made visits to three major cities 
with different types of plans and have conducted in- 
tensive interviews and discussions with physicians 
working for the plans and with officials of local and 
state medical societies. 

The field trips have been most informative in assist- 
ing the Commission members in developing various 
criteria for evaluating quality and quantity of medical 
care as well as in determining the legal and ethical 
status of the arrangements used by the various plans. 
Upon the completion of similar visits on the West 
Coast next January, the Committee believes that it will 
have accumulated sufficient information to prepare 
a detailed report for the full Commission. By the 
time this project is completed, other committees of the 
Commission will also have completed the study and 
evaluation of their particular areas of interest. It is 
therefore contemplated that by the time the June 
meeting of the House of Delegates takes place in 
New York, the Commission may be in a position to 
render its final report containing findings and recom- 
mendations. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, submit- 
ted the followig report, which was adopted: 

Supplementary Report A on Third Progress Report 
of Commission on Medical Care Plans: Your reference 
committee appreciates the work being done by this 
Commission under the chairmanship of Dr. Leonard 
W. Larson and will await his final report. 


B. Narcotics, AND HosprraL EXPANSION AND 
CONSTRUCTION 


Supplementary report B was referred to the Refer- 
ence Committee on Legislation and Public Relations. 

As directed by the House of Delegates at its meet- 
ing in June, 1956, the Board of Trustees reterred to 
the Committee on Legislation the following resolu- 
tions: 

Resolution No. 2 on Narcotic Traffic, introduced by 
the Texas delegation, requesting that the House of 
Delegates recommend to Congress that appropriate 
legislation be enacted to improve narcotic control; 
and 

Resolution No. 5 on Accelerated Tax Write-Off for 
Private Hospital Expansion and Construction, intro- 
duced by the Texas delegation, whereby the House 
was requested to recommend to Congress the enact- 
ment of legislation to provide for an accelerated tax 
write-off program to apply in the construction or ex- 
pansion of private hospitals. 
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The Committee on Legislation reported that it took 
no action v respect to Resolution No. 2 since the 
principle embodied therein was included in Public 
Law 728, 84th Congress, enacted on July 18, 1956. 

With respect to Resolution No. 5 the Committee 
recommended that action be deferred until comple- 
tion of the survey now being conducted by the Coun- 
cil on Medical Service to determine the current status 
of hospital construction in the United States and the 
need for continuation of the Hill-Burton Act. 

The Board of Trustees concurs in the recommenda- 
tions of the Committee on Legislation and requests 
approval by the House of Delegates. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. John F. Lucas, Chairman, Mississippi, presented 
the following report, which was adopted: 

Supplementary Report of the Board of Trustees B: 
Your reference committee received supplementary re- 
port of the Board of Trustees B on (1) narcotics and 
(2) hospital expansion and construction. Your com- 
mittee prefers to separate the matters contained in 
this report for purposes of consideration by the House. 

(1) Narcotics: This portion of the report relates to 
Resolution No. 2 introduced by the Texas delegation 
at the June, 1956, Chicago meeting, in which it was 
recommended that the Congress enact appropriate 
legislation to improve narcotics control. Your com- 
mittee points out that subsequent to the Chicago meet- 
ing Public Law 728 was enacted by the 2nd Session 
of the 84th Congress on July 18, 1956. This law em- 
bodies the principles contained in the resolution and 
your committee accordingly recommends that no ac- 
tion be taken on the resolution. 

(2) Hospital Expansion and Construction: This por- 
tion of the supplementary report of the Board of Trus- 
tees referred to your committee relates to Resolution 
No. 5 introduced by the Texas delegation at the 1956 
Chicago meeting, in which the House was requested 
to recommend enactment of legislation to provide for 
an accelerated tax write-off program to apply in the 
construction or expansion of proprietary hospitals. 
While it is recognized that an accelerated tax write- 
off is a means of providing community independence 
from government subsidization in the furnishing of 
private medical facilities, your reference committee 
points out the fact that a survey and study is now 
being conducted by the Council on Medical Service 
to determine the current status of hospital construc- 
tion in the United States. It would be impractical in 
the opinion of your committee to recommend defini- 
tive action prior to the conclusion of this study. Your 
reference committee notes that the Committee on 
Legislation has recommended deferment of final ac- 
tion pending completion of the study and that the 
Board of Trustees concurs in this recommendation. 

Your reference committee recommends that action 
on Resolution No. 5 be accordingly deferred pending 
completion of the study by the Council on Medical 
Service. 
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C. DePpENDENT MEDICAL CARE 


Supplementary report C was referred to the Refer- 
ence Committee on Insurance and Medical Service. 

The background and chronological developments 
of the Medicare Program were presented in the Secre- 
tarys Letter of Oct. 15, 1956. This report, therefore, 
abstracts the pertinent sections of that Letter and 
brings it up to date: 

In December, 1954, the American Medical Asso- 
ciation House of Delegates voted that “if it is to be 
the policy of the government to provide for medi- 
cal care for dependents of service personnel, the 
services of civilian physicians and hospitals be used 
whenever possible, to be paid for at prevailing rates 
with provision for free choice of physicians.” The 
House of Delegates on June 11, 1956, adopted a 
resolution urging all medical associations to cooperate 
with the Defense Department “in the provision of 
medical services to the dependents of servicemen . . . 
utilizing such insurance, medical service, or health 
plan or plans as encompassed by the law. A plan or 
program for any given geographical area should first 
be approved by the organized medical profession of 
that area... .” At the same time the House also direct- 
ed the Board of Trustees “to initiate direct liaison with 
the Department of Defense and render all reasonable 
and effective aid and assistance to state and county 
medical societies toward implementation of the Act.” 
The Board of Trustees thereupon appointed a special 
Task Force on Dependent Medical Care. It consisted 
of Dr. Edwin S$. Hamilton as Chairman; Drs. James 
R. Reuling and Hugh H. Hussey, members of the 
Board, and Dr. Joseph D. McCarthy, Chairman of the 
Council on Medical Service. Later, Dr. Hussey was 
named chairman of a special committee of the Task 
Force, whose members were Dr. Ernest B. Howard, 
Dr. William J. Kennard, Mr. C. Joseph Stetler, and 
Mr. Howard Brower. This committee was subsequent- 
ly enlarged with the addition of six technical consult- 
ants: Mr. S. A. Hildebrand, Massachusetts; Mr. George 
P. Farrell, New York; Mr. R. W. Lyon, California; 
Mr. James A. Waggener, Indiana; Mr. John Steen, 
Washington, D. C., and Mr. William C. White Jr., 
Wisconsin, who withdrew on Sept. 30. 

A series of conferences by Dr. Hussey’s committee 
and the special Task Force of the Defense Department 
began at the time of the fourth draft of the joint 
directive to implement the program. Chairman J. V. 
Noel Jr. of the Navy and his group cordially received 
the detailed recommendations of the Hussey commit- 
tee. On many issues the two groups were able to 
reach complete agreement, although some of the 
suggestions of the Hussey committee were rejected. 

On July 28 to 29 a meeting of representatives of 
constituent medical associations was called by the 
American Medical Association, at which time the 
Medicare Program was discussed. At this meeting, 
held in Chicago, representatives of the Department of 
Defense outlined their plans and answered many ques- 
tions. The Conference recommended that the constitu- 
ent medical associations determine immediately if 
they: (1) were ready to cooperate with the Depart- 
ment of Defense in promoting the program; (2) would 
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prepare a schedule of allowances for the reimburse- 
ment of physicians for medical services, on a state or 
area basis; (3) would indicate preferences for the 
contracting agent and fiscal administrator. 

Most of the constituent associations have selected 
themselves as contracting agency and the respective 
Blue Shield plans as the fiscal administrator. 

Several meetings were held by Association repre- 
sentatives and the uniformed services to consider the 
nature of the contract between the government and 
the contracting agent and fiscal administrator. The 
American Medical Association endeavored to achieve 
acceptance of a contractual format which would be 
reasonable and protect the traditional physician- 
patient relationship. Association conferees also sought 
particularly to maintain local traditions and customs 
and promote a flexible program which could be acti- 
vated without creating unnecessary problems. 

The first proposed contract devised by the Army 
consisted of approximately 75 pages and contained 
considerable material which was, in the opinion of 
representatives of the American Medical Association, 
irrelevant to the Medicare Program. After the meet- 
ings between representatives of the Law Department 
and the Army, a joint draft contract was prepared. 
A copy of this draft was sent to all of the constituent 
medical societies on Oct. 16. At about the same time 
a draft contract was distributed by the Army which 
differed in some respects from the contract distributed 
by the American Medical Association. 

On Oct. 20 an office in the main Navy Building was 
assigned by the Army for use of the American Medical 
Association. For a period of approximately one month 
representatives of the Law Department and the 
Washington Office were available for consultation 
with representatives of the various constituent medical 
societies in Washington to negotiate Medicare con- 
tracts. The majority of the constituent societies utilized 
the services of these representatives. 

Since the last meeting of the House of Delegates, 
the Task Force and its special committee have main- 
tained continuous contact with the appropriate com- 
mittees of the uniformed services in an effort to pro- 
mote the best possible implementation of the Depend- 
ents Medical Care Act. It is our opinion that the 
regulations finally promulgated by the Department of 
Defense were, in general, reasonable interpretations 
of the act although some of our recommendations were 
rejected. 

It is obvious that this program through which the 
federal government is purchasing medical and _ hos- 
pital care from private sources for selected dependents 
of servicemen carries with it some danger to the private 
practice of medicine. Constant vigilance will be neces- 
sary to prevent any significantly adverse effect on the 
private practice of medicine. 

The members of the Task Force wish to commend 
the members of its special committee under the chair- 
manship of Dr. Hussey for the diligent and dedicated 
attention they gave to this problem. Through their 
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efforts, regulations, contract provisions, and contract 
negotiations were promoted that are more favorable to 
medicine than would otherwise be the case. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 

Supplementary Report C on Dependent Medical 
Care: Your committee has reviewed the report that 
was presented with such clarity by Dr. Edwin S. 
Hamilton. Your reference committee recognizes the 
assistance that the American Medical Association has 
given the government and the various state medical 
societies in the negotiation of contracts under the de- 
pendent medical care program and urges that this 
guidance continue in the future so that problems be- 
tween the government and the state medical societies 
may be resolved on an equitable and ethical basis. 


D. Rapioactive IsoTorEs 


Supplementary report D was referred to the Refer- 
ence Committee on Miscellaneous Business. 

Pursuant to the authorization of the House of Dele- 
gates at its meeting in June, 1956, following consid- 
eration of Resolution No. 26, Dr. E. Vincent Askey, 
Speaker, appointed a committee composed of Drs. 
Richard L. Meiling, Chairman, Marshall H. Brucer, 
Rubin Flocks, L. Henry Garland, and Louis M. Orr to 
study the use of radioactive isotopes and other ma- 
terials. The committee met in Chicago on Oct. 12, 
1956. The following majority and minority reports are 
transmitted to the House of Delegates for its con- 
sideration and action: 


MAJORITY REPORT 


All members of the committee were present at the 
meeting. In addition, the Assistant Secretary of the 
American Medical Association, Dr. Ernest B. Howard, 
attended. At the request of the chairman of the com- 
mittee, Mr. C. Joseph Stetler, Director of the Associa- 
tion's Law Department, prepared an historical and 
legal brief concerning the entire matter to be consid- 
ered insofar as it affected the action taken by the 
House of Delegates. 


In June, 1951, the House of Delegates of the Ameri- 
can Medical Association adopted a resolution intro- 
duced by Dr. E. P. Pendergrass, Section on Radiology, 
the subject of which was as follows: “Resolution on 
Standards of Qualifications to Permit Physicians to 
Apply Radium in Hospitals.” Although not stated in 
the title, the resolution applied, likewise, to other radio- 
isotopes as well as radium. The Council on Medical 
Education and Hospitals reported to the House of 
Delegates in December, 1952, that the standards of 
qualification as established in the resolution adopted 
in June, 1951, had been distributed to the Joint Com- 
mission on Accreditation of Hospitals. 

In June, 1955, Dr. Carl A. Lincke, representing the 
Ohio delegation, introduced a resolution asking for 
the rescinding of the resolution adopted in June, 1951. 
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Upon the recommendation of the reference commit- 
tee, this Ohio resolution was not adopted by the 
House of Delegates. In June, 1956, Dr. Lincke, again 
for the Ohio delegation, introduced a similar resolu- 
tion asking that the House of Delegates rescind the 
action of June, 1951. The House, on the basis of this 
resolution, directed the Speaker of the House to ap- 
point a committee to study this question and report 
its findings in November, 1956, at the Clinical meeting 
of the American Medical Association. 

This committee also reviewed the action of the 
House of Delegates at the Clinical Meeting in De- 
cember, 1955, with regard to board certification or 
special society membership. It will be recalled that the 
approved resolution establishing the Continuing Com- 
mittee on Medical Practices contained the following: 


Whereas, The House of Delegates of the American Medical 
Association in 1947 resolved that “It was never intended that 
staff appointments in hospitals generally, or even in hospitals 
approved for residencies, should be limited to board certified 
physicians as is now the policy in some hospitals. Such policies, 
if practiced extensively, are detrimental to the health of the 
people and therefore to American medicine. Hospital staff ap- 
pointments should depend on the qualifications of physicians to 
render proper care to hospitalized patients as judged by the pro- 
fessional staff of the hospital and not on certification or special 
society membership. 


Your committee, recognizing this statement of 
policy on the part of the House of Delegates in 1955 
to be the current policy of the American Medical 
Association with regard to certification or special 
society membership, therefore recommends that the 
following statement of policy be adopted by the House 
of Delegates: 


Poticy OF THE AMERICAN MEDICAL ASSOCIATION 
WITH REFERENCE TO THE USE OF RADIUM AND 
ARTIFICIALLY PRODUCED RADIOISOTOPES 


1. In any hospital in which a patient is to receive 
radium or the products of radium or artificially pro- 
duced isotopes, there should be a duly appointed Com- 
mittee on Radium and Artificially Produced Radioiso- 
topes of the hospital professional staff. This commit- 
tee should include, but not necessarily be limited to, 
the following qualified physicians: (a) A radiologist, 
(b) a surgeon, (c) an internist, (d) a gynecologist, 
and (e) a urologist. This committee should have avail- 
able such competent consultation of other physicians 
and scientific personnel as may be required by it. 

2. In any hospital the use of radium or its products 
and artificially produced radioactive isotopes for diag- 
nostic or therapeutic purposes shall be restricted to 
qualified physicians so judged by the Committee on 
Radium and Artificially Produced Radioisotopes of the 
professional staff to be adequately trained and com- 
petent in their particular use. 

3. It is recommended that procurement, storage, 
and inventory of all radioactive isotopes for the use 
of the hospital staff be centralized and, where ad- 
ministratively possible, centralization be located in the 
department of radiology. 
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MINORITY REPORT BY DR. L. HENRY GARLAND 


It is my sincere opinion that the hazards of ionizing 
radiation are slowly but steadily increasing and that 
the reduction of these hazards is the responsibility 
especially of trained and experienced personnel. In 
the average hospital, the physician with the most train- 
ing and experience in radiation hazards and their pre- 
vention is the radiologist. Therefore, it is my impres- 
sion that, for the protection of both patients and public 
in the average hospital, the actions of the House of 
Delegates of the American Medical Association in 
1955 and in 1951 in regard to this problem still repre- 
sent the most constructive solution. The Atomic Energy 
Commission regulations pertaining to the use of radio- 
isotopes tend to provide reasonable safety with free- 
dom of action in very large institutions with multiple 
radioisotope departments. 

It is therefore my respectful suggestion that, instead 
of bringing in a new statement of policy, we should 
reaffirm the actions of the House on the two previous 
occasions in which it voted on the matter. 


REPORT OF REFERENCE COMMITTEE 
ON MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, sub- 
mitted the following report, which, after discussion 
and after a motion to refer it to the Council on Med- 
ical Physics for a report to be brought before the 
House for action at the next annual meeting was lost, 
was adopted: 

Supplementary Report D on Radioactive Isotopes: 
Your reference committee heard the pros and cons of 
this supplementary report. Many individuals appeared 
before the committee and were given ample oppor- 
tunity to express their views. After considerable discus- 
sion, your committee wishes to make the following 
report. Your committee approves the majority report 
with the following changes: (1) That the membership 
of the hospital Committee on Radium and Artificially 
Produced Radioisotopes also include a_ pathologist; 
(2) that another sentence under item 1 be added to 
read as follows: “Where this is not practicable, the 
hospital staff should consult the nearest Committee on 
Radium and Artificially Produced Radioisotopes;” (3) 
that item 3 should be amended to read, “It is recom- 
mended that procurement, storage, dosimetry control, 
and inventory of all radioactive isotopes for the use 
ot the hospital staff and radiological safety control be 
centralized and, where administratively possible, cen- 
tralization be located in the department of radiology;” 
(4) the committee wishes to add the following state- 
ment as item 4: “It is recommended that the Board of 
Trustees assign to the appropriate council or commit- 
tee the continuous study of the problems of radiologic 
safety control in the use of radium and its products 
and artificially produced radioactive isotopes for diag- 
nostic or therapeutic purposes.” 

Nore: With the amendments suggested by the ref- 
erence committee, the “Policy of the American Med- 
ical Association with Reference to the Use of Radium 
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and Artificially Produced Radioisotopes” adopted by 
the House of Delegates reads as follows: 

1. In any hospital in which a patient is to receive 
radium or the products of radium or artificially pro- 
duced isotopes, there should be a duly appointed 
Committee on Radium and Artificially Produced 
Radioisotopes of the hospital professional staff. This 
committee should include, but not necessarily be lim- 
ited to, the following qualified physicians: (a) a 
radiologist; (b) a surgeon; (c) an internist; (d) a 
gynecologist; (e) a urologist; and (f) a pathologist. 
This committee should have available such competent 
consultation of other physicians and scientific person- 
nel as may be required by it. Where this is not prac- 
ticable, the hospital staff should consult the nearest 
Committee on Radium and Artificially Produced Ra- 
dioisotopes. 

2. In any hospital the use of radium or its products 
and artificially produced radioactive isotopes for diag- 
nostic or therapeutic purposes shall be restricted to 
qualified physicians so judged by the Committee on 
Radium and Artificially Produced Radioisotopes of 
the professional staff to be adequately trained and 
competent in their particular use. 

3. It is recommended that procurement, storage, 
dosimetry control, and inventory of all radioactive 
isotopes for the use of the hospital staff and radiologic 
safety control be centralized and, where administra- 
tively possible, centralization be located in the depart- 
ment of radiology. 

4. It is recommended that the Board of Trustees 
assign to the appropriate council or committee the con- 
tinuous study of the problems of radiologic safety con- 
trol in the use of radium and its products and 
artificially produced radioactive isotopes for diagnostic 
or therapeutic purposes.—Eb. 


E. RELATIONSHIPS BETWEEN MEDICINE AND ALLIED 
HEALTH AGENCIES 


Supplementary report E was referred to the Refer- 
ence Committee on Insurance and Medical Service. 

The Committee on Relationships Between Medicine 
and Allied Health Agencies, Dr. Sidney J. Shipman, 
Chairman, reported to the Board on its deliberations at 
its meeting on Nov. 24 and on its future activities. 
After full discussion and careful consideration, the 
Board voted to submit the following statement for 
such action as the House of Delegates may deem ad- 
visable: 

The high quality of the standards of medical care 
in the United States has been achieved largely through 
the unrestricted efforts of physicians and other scien- 
tists practicing their profession under the principles of 
free enterprise. Through the cooperation and leader- 
ship of many of the country’s physicians and other 
scientists, many of the major voluntary health agencies 
are in the process of assisting in the development and 
improvement of medical education, research, and med- 
ical care. Inasmuch as the activities of the voluntary 
health agencies in these fields may vary, this difference 
frequently requires medical evaluation. Continued ade- 


PROCEEDINGS OF THE SEATTLE CLINICAL MEETING 


J.A.M.A., January 12, 1957 


quate medical advice and leadership are essential. 
therefore, to the proper and ethical functioning of all 
voluntary health agencies. 

The Committee on Relationships Between Medicine 
and Allied Health Agencies and the Board recommend 
(1) that the House of Delegates urge physicians to 
participate in the activities of the voluntary health 
agencies and that committees be appointed within the 
county medical societies that will lend assistance to 
local units of those agencies and (2) that the Commit- 
tee serve in a fact-finding and advisory capacity in its 
relationships with medical societies and with the vol- 
untary health agencies. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, presented 
the following report, which was adopted: 

Supplementary Report E on Relationships Between 
Medicine and Allied Health Agencies: Your committee 
agrees with the recommendations contained in this re- 
port but stresses the fact that nothing in this report 
is meant to recommend cooperation with groups that 
advocate the practice of any branch of medicine by 
individuals who are not licensed to do so. 


F, OPHTHALMOLOGICAL-OPTOMETRIC RELATIONS 


Supplementary report F was referred to the Refer- 
ence Committee on Legislation and Public Relations. 

In June, 1955, the House of Delegates adopted a 
resolution presented by the Section on Ophthalmology 
which recommended numerous activities, primarily of 
a legislative nature, concerning the relationship be- 
tween ophthalmology and optometry. In an effort to 
consider more adequately the proposals embodied in 
this resolution the Board requested the Law Depart- 
ment to prepare a study on the laws and court deci- 
sions dealing with optometry. After reviewing the re- 
sults of this survey and a résumé of the actions of the 
Judicial Council in this field since 1934, the Board 
again reviewed the resolution in question. 

It is the recommendation of the Board that the 
House of Delegates reconsider this resolution and that 
any necessary action in the field of ophthalmological- 
optometric relationships be handled by existing coun- 
cils and committees of the Association. It does not ap- 
pear advisable to the Board of Trustees to appoint a 
separate permanent committee to handle this problem. 
In addition it has not been the practice of the Associa- 
tion to engage in the type of state-legislative activities 
envisioned in the resolution. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. John F. Lucas, Chairman, Mississippi, read the 
following report, which was adopted: 

Supplementary Report of the Board of Trustees F: 
Your committee received supplementary report of the 
Board of Trustees F on ophthalmological-optometic 
relations. This report refers to Resolution No. 78 
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adopted by this House at the 1955 Atlantic City meet- 
ing. Pursuant to a request by the Board of Trustees, 
your reference committee carefully reviewed the reso- 
lution. The committee is grateful for valuable counsel 
and extensive discussion of this matter by various 
members and officers interested in the field of ophthal- 
mology. The resolution requires certain actions in the 
area of ophthalmological-optometric relations with 
special emphasis on the creation of a permanent mech- 
anism as a staff activity of the Association. 

Testimony before the committee disclosed that a 
‘ suitable and apparently adequate organization has 
been established by interested physicians and medical 
organizations to carry out activities initially contem- 
plated in Resolution No. 78. Your reference committee 
concurs in the recommendation of the Board of 
Trustees that necessary and indicated activities by the 
American Medical Association in the field of ophthal- 
mological-optometric relations can be handled by ex- 
isting councils and committees of the Association and 
that there is no presently demonstrated need for a 
separate permanent mechanism to conduct these ac- 
tivities. Your committee is cognizant of the implica- 
tions of pertinent existing and pending legislation at 
state levels but feels strongly that local legislative 
problems are not within the province of the American 
Medical Association but rather of the constituent 
associations, 


G. MEDICAL ASSOCIATION 


Supplementary report G was referred to the Refer- 
ence Committee on Reports of Board of Trustees and 
Secretary. 

When physicians from various parts of the world 
meet together, it is apparent that they have much in 
common and share many similar attitudes. In a sense, 
physicians speak a common language and perhaps can 
get together with more facility than any other group 
at an international level. The World Medical Associa- 
tion, composed of national medical associations most 
representative of the medical profession in each nation, 
now is established and accepted at the international 
level as the professional organization of physicians. It 
deals with problems of the profession with other inter- 
national groups such as the World Health Organization 
(governments in the public health field ), the Interna- 
tional Red Cross, the International Labor Organiza- 
tion, and the International Social Security Association. 

The tenth General Assembly of the World Medical 
Association was held Oct. 9-14 in beautiful Havana. 
The members of the Cuban Medical Association were 
cordial hosts. Dr. J. A. Bustamante of Havana, Presi- 
dent of the World Medical Association, presided at the 
meetings of the Assembly. The meeting was attended 
by about 500 physicians representing most of the 53 
member nations, some by proxy. Since the meeting 
was held in Havana, the attendance from the Latin 
American nations was higher than in previous years, 
and it is hoped that such an increase in attendance 
from this area will stimulate a sustained interest in the 
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affairs of the World Medical Association. The Pan 
American Medical Confederation has been a prominent 
medical organization in Latin America for years, and 
it expressed the intention to cooperate with and assist 
the World Medical Association in the future. 

No nation behind the iron curtain is a member of 
the World Medical Association. All other European 
nations sent delegates. Representation from the Asiatic 
area was sparse because of the cost of travel for such 
great distances. A number of the delegates from Eu- 
rope and Asia traveled in the United States before or 
after the meeting and visited our larger medical 
centers. 

Drs. Dwight H. Murray and F. J. L. Blasingame 
served as delegates from the American Medical Asso- 
ciation, while Drs. Leonard W. Larson and Elmer Hess 
setved as alternate delegates. Drs. Edwin $. Hamilton 
and Gunnar Gundersen are currently serving as mem- 
bers of the Council, Dr. Gundersen being reelected at 
this meeting. The Council serves as a policy body 
between the meetings of the General Assembly, which 
are held annually in the fall of the year. 

The World Medical Association helps to establish 
professional standards on ethics of physicians dealing 
with each other and their patients, and it serves to 
establish principles as guides for professional services, 
especially as related to governments that are attempt- 
ing to control the mode of practice of medicine. At 
the Havana meeting, one of the most significant dis- 
cussions dealt with social security. Dr. Dag Knutson 
of Sweden, Chairman of the Committee on Social 
Security, made a significant report. Dr. Rolf Schloegel 
of Germany gave an outstanding paper on “Freedom 
in Medicine.” He pointed out again the degree of 
struggle in various nations between the medical pro- 
fession and the social security authorities. Dr. P. 
Glorieux of Belgium related the experiences during 
the past vear of the severe struggle between the pro- 
fession and the government in his country, the profes- 
sion finally winning by an insurance system sponsored 
by the profession. It was the opinion of physicians 
who have attended several assemblies that the sense 
of unity and community of spirit was much more ap- 
parent in this meeting than had been present in earlier 
ones. In such unity will grow strength. 

Before adjourning the delegates voted to hold the 
next meeting in Istanbul Sept. 29-Oct. 5, 1957. United 
States Committee members may attend this meeting 
as official observers. 

The financial condition of the World Medical Asso- 
ciation is improving in spite of the limitation of ex- 
change of monies throughout the world. The language 
barrier is less, and English is widely used although 
simultaneous translations are made in English, French, 
and Spanish. 

One of the outstanding future programs the Associa- 
tion is now planning is the Second World Conference 
on Medical Education scheduled for Chicago in Au- 
gust, 1959. Officers and officials will be appointed to 
represent all areas of the world under the leadership 


> 


130 


of Dr. Raymond B. Allen of California, President, an@ 
Dr. Victor Johnson, Minnesota, Deputy President and 
Chairman of the Program Committee. The first Con- 
ference, held in London in 1953, was devoted to under- 
graduate medical education. The theme of the 1959 
Conference is “Medicine—A Life Long Study.” 

As Dr. Walter B. Martin, former President of the 
American Medical Association, wrote: “The voice and 
the arm of the World Medical Association need to be 
powerfully strengthened so it can adequately meet 
the sustained pressure from international groups and 
their American allies. The American supporting com- 
mittee to the World Medical Association has been 
rapidly expanding in number and has given substantial 
aid and support to the W.M.A. Further expansion of 
this committee will be necessary if the American view- 
point is to be continually and effectively presented by 
our spokesmen in the World Medical Association and 
through them before other international bodies to 
protect the interests and aims of medicine and the 
medical profession.” Surely, physicians will wish to 
share in this international effort. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND 
SECRETARY 


Dr. Charles G. Hayden, Chairman, Massachusetts, 
submitted the following report, which was adopted: 

Supplementary Report G on World Medical Asso- 
ciation: It is difficult for the members of your com- 
mittee to believe that any physician in the United 
States, and especially any member of the American 
Medical Association, is not a member of the World 
Medical Association. With conditions as they are in 
the world today, we owe it to ourselves and to our 
children, not only as physicians but also as citizens 
of this great country of ours, to do everything in our 
power to keep the spark of freedom in medicine glow- 
ing throughout the world. 


Contributions to American Medical Education 
Foundation 


The President of the California Medical Association, 
Dr. Donald A. Charnock, Los Angeles, presented to 
Dr. Dwight H. Murray a check in the amount of 
$132,981, representing the annual contribution of the 
California association to the American Medical Edu- 
cation Foundation. Dr. Murray turned the check over 
to Dr. Louis H. Bauer, President of the A.M.E.F. 

Dr. Jesse D. Hamer, Arizona, on behalf of the Ari- 
zona Medical Association presented a check for $3,695, 
saying that in April, 1956, the house of delegates of 
the Arizona society voted to raise membership dues 
$10 a year, effective Jan. 1, 1957, the money to be 
given to the Foundation and that the check proffered 
at this meeting is a donation of $5 per member from 
the general funds of the Arizona Medical Association. 

Dr. C. Eliot Snow, Utah, gave Dr. Murray a check 
tor $11,580, which was the contribution of the mem- 
bers of the Utah State Medical Association. Dr. Snow 
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stated that Utah contributes to the Foundation the 
largest amount per capita of any state association with 
the exception of the Illinois State Medical Society. 

Dr. Lewis C, Fritts, President of the Medical Society 
of New Jersey, Somerville, N. J., handed to Dr. Murray 
a check from the 6,000 members of the Medical So- 
ciety of New Jersey in the amount of $25,000. 


Remarks of Dr. Louis H. Bauer 


The President of the American Medical Education 
Foundation, Dr. Louis H. Bauer, addressed the House 
as follows: 

Mr. Speaker and members of the House of Dele- 
gates: I want to thank all the doctors in these various 
states who have had a part in contributing these funds 
to the Foundation. I think we should not forget the 
states that have made previous contributions and that 
were mentioned in June, those states that have had 
a part of their dues earmarked for the Foundation, 
states like Illinois, which I think was the first one to 
do it, Utah, which we heard from this morning, Cali- 
fornia, which we heard from this morning, Nevada, 
Arizona, which is putting it into effect in 1957, and 
New Jersey which we have heard from. I understand 
that Virginia made an additional contribution this year 
to the one made earlier in the year. Across the country, 
we may say that there have been an additional 16 
states that have engaged in direct-mail campaigns for 
the Foundation. 

[ think it would be of interest to you to know that 
since the Foundation was organized in 1951 it has 
contributed over 5% million dollars to the medical 
schools, which is no small sum. Dr. Gundersen brought 
to your attention this morning the action of the Board 
of Trustees. We feel that we are going to be able to 
go on faster from now on than we have in the past by 
having the Foundation funds segregated and paid di- 
rectly to the medical schools rather than through an- 
other organization. We are, of course, very grateful 
to the National Fund for everything it has done, It 
has raised money from industry and individuals that 
we probably could not have obtained. Both organiza- 
tions are necessary, but one of the first questions that 
industry asks when appeals are made to them is, what 
are the doctors doing about this? They say this is really 
their problem. Well, I do not think it is entirely their 
problem because | think every man, woman, and child 
in the United States is affected by the standards of our 
medical schools, and so it is not entirely a doctor’s 
problem. But, nevertheless, it is much easier if we can 
have it shown in black and white. where it stands out 
by itself, and not incorporated in some other docu- 
ments that the doctors have contributed so many 
dollars to this cause. 

Then there are a lot of funds that again have,not 
been highlighted but that are of direct importance in 
this campaign, and those are the alumni funds. We 
do not want to be in opposition to the alumni funds. 
Some people have thought that we were. We are not. 
We want to do everything we can to assist the alumni 
funds, as well as to get money for those schools that 
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do not have large alumni bodies and to have an even 
distribution of it. All that would have been simple had 
it not been for the complicating factor of the Ford 
Foundation grant. The Ford Foundation grant was on 
a matching basis to funds received that were not ear- 
marked by the National Fund, and, when we decided 
to make our donations directly, it meant that the funds 
that we received this year would not be met by the 
Ford Foundation, and, as Dr. Gundersen brought out, 
that would have resulted this year in the schools’ re- 
ceiving a little more than $121,000 less than they 
would have if we had contributed through the Fund. 
We did not want to penalize the schools. We feel that 
in the long run this is going to be of direct benefit to 
the schools by having the organizations work sepa- 
rately and that they will get more money that way, but 
it takes time to develop that program. So the Board 
of Directors of the Foundation appealed to the Board 
of Trustees asking if this one year they would not pick 
up the tab so that the schools would not lose a nickel. 

By our action in making direct grants to the schools, 
and the Board very generously not only did that, but 
gave a little leeway, and instead of appropriating the 
slightly more than $120,000 they appropriated $125,000 
to cover any possible additional funds, that we hope 
we may get during the balance of the year, the result 
is that at the end of this year we shall contribute from 
the Foundation to the schools almost $1,200,000, of 
which over $500,000 will be funds that are not ear- 
marked. The balance will be funds that are earmarked 
for specific schools, and I hope that next year we can 
report even better results. 

I would like to express the appreciation of the di- 
rectors of the Foundation to the Woman’s Auxiliary for 
the magnificent job they have done in helping us raise 
money for the American Medical Education Founda- 
tion and, through that, support for our medical schools 
that is so urgently needed. 


Remarks of the President of American Bar 
Association, Mr. David F. Maxwell 


Dr. F. S. Crockett, Vice-President, escorted Mr. 
David F. Maxwell, President of the American Bar As- 
sociation, to the rostrum, and Mr. Maxwell addressed 
the House as follows: 

Mr. Chairman, Mr. President, delegates of the Amer- 
ican Medical Association: I bring you greetings from 
the American Bar Association. We are delighted to 
have this opportunity to fraternize at least through 
our leadership with you gentlemen in the House of 
Delegates of the American Medical Association. There 
are many areas in which lawyers and doctors have 
much in common, and I hope that before this session 
is over we shall have an opportunity to explore them. 

I must also say a word of thanks for the gracious 
hospitality that you and your leaders have shown me 
upon my arrival here in Seattle, although I must con- 
fess I was a little surprised this morning when, after 
a knock at the door, a bellhop presented me with a 
plate of large red apples. In my youth, I had always 
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been taught that an apple a day keeps the doctor 
away, and why your public relations committee dis- 
tributes apples is something on which I would like to 
have enlightenment. I am delighted to be with you, 
and particularly on the occasion of the showing of this 
new movie, “The Medical Witness.” I shall look for- 
ward to seeing you all tonight on that occasion. Thank 
you very much for the privilege of being with you. 


“The Case of the Doubting Doctor” 


A dramatic color film entitled “The Case of the 
Doubting Doctor,” prepared by the Association’s Pub- 
lic Relations Department under the supervision of its 
Director, Mr. Leo E. Brown, was shown to the dele- 
gates. The Speaker stated that the picture is for doc- 
tors, not for laymen, that every state should have one, 
and that copies may be obtained from the Public 
Relations Department at a cost of $160 each. 


Report of the Judicial Council 


The Speaker referred the report of the Judicial Coun- 
cil (see THE JouRNAL, Oct. 20, 1956, pages 793-794) to 
the Reference Committee on Amendments to the Con- 
stitution and Bylaws. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND 
BYLAWS 


Dr. Laurence S. Nelson, Chairman, Kansas, read the 
following report, which was adopted: 

Report of the Judicial Council: Your reference com- 
mittee carefully read the report of the Judicial Council. 
It notes that the activities of the Council are increas- 
ing, and it commends the Council for the progress it 
has made during the past year. 

Your reference committee notes with particular in- 
terest the recommendation of the Judicial Council that 
county societies and state associations seek the advice 
of their attorneys when appeals or legal proceedings 
may be anticipated because of some action contem- 
plated or taken by medical organizations. This advice 
seems particularly timely and is repeated by your 
reference committee for emphasis. It also notes that the 
Judicial Council is not advised of interpretations or 
discussions of medical ethics by councils or boards of 
censors of medical societies or by editors of medical 
journals. Your reference committee strongly urges the 
delegates to this House to request local societies to 
send to the Judicial Council copies of opinions, inter- 
pretations, or discussions that are made by them on 
medical ethics, so that the Judicial Council may in turn 
review this material and make it available to other 
medical societies. 

The reference committee would call upon the Judi- 
cial Council to exert even greater effort in the near 
future to compile and publish its opinions relating to 
the interpretation of medical ethics. During the hear- 
ing before the reference committee it was obvious that 
such a compilation is desired and needed by members 
of the Association. 
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Report of the Council on Medical Education and 
Hospitals 


In the absence of the Chairman, Dr. Victor Johnson, 
member, presented the report of the Council on Med- 
ical Education and Hospitals (see THE JourNAL, Oct. 
20, 1956, pages 794-800), which was referred to the 
Reference Committee on Medical Education and Hos- 
pitals. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. William A. Hyland, Chairman, Michigan, pre- 
sented the following report, which was adopted: 

Report of the Council on Medical Education and 
Hospitals: Your reference committee has reviewed the 
report of the Council on Medical Education and Hos- 
pitals. Since this gives a view of the numerous im- 
portant activities of this Council, which is a creation 
of the House of Delegates, your reference committee 
strongly urges that every delegate read it. We would 
like to recall to the House that one of the charges made 
many years ago to the Council was that it render to 
this House an annual report on the status of medical 
education, and this is accomplished annually through 
the numerous publications of the Council. Your refer- 
ence committee notes with satisfaction that the Council 
has undertaken the study of the various matters re- 
ferred to it by the House of Delegates and has duly 
reported on these matters. 

Among the items considered in this annual report to 
the House of Delegates, your committee noted the 
Council's functions in the area of undergraduate med- 
ical education, its activities in conducting the Annual 
Congress on Medical Education and Licensure, its 
numerous obligations as presented by its standing and 
special committees, and its cooperation with the many 
other agencies concerned in one or more fields of med- 
ical education. The report also includes an extensive 
section dealing with graduate medical education, in- 
cluding internships, residencies, and fellowships. The 
reference committee noted the development of the 
cooperative relationships with the specialty boards in 
the activities of the various residency review commit- 
tees. The report stresses the relationships between the 
Council and the various technical schools and with the 
Joint Commission on the Accreditation of Hospitals, as 
well as the activities of the field staff in the evaluation 
of programs in graduate medical education. The Coun- 
cil has shown increased interest in the area of continu- 
ing postgraduate medical education for the practicing 
physician. 

The Council's functions are in total so numerous that 
it is not feasible to attempt to list them all at this time, 
but all of its activities are in the interest of American 
medicine. It is our sincere belief that the Council on 
Medical Education and Hospitals serves this House, 
the American Medical Association, and the public most 
effectively in the field of medical education. We would 
ask that the delegates make every effort to become 
more familiar with the activities and functions of the 
Council. We were impressed by the “open door” policy 
of the Council and the Council's staff and their desire to 
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have maximum contact with the members of the House 
of Delegates and of the profession throughout the year, 
as well as at the time of the annual meeting. The 
Council and the Council's staff invite constructive 
suggestions at all times. 

Your committee wishes to call to the attention of 
the House the recommendations of the Council for 
approval of the revised Essentials of Approved Resi- 
dencies and Fellowships. These Essentials pertain to 
preventive medicine and to radiology and have been 
prepared after due consultation with the specialty 
groups involved. 

Your reference committee would like to call espe- 
cially to your attention the portion of the Council's 
report that indicates the development of new medical 
schools and the expansion of others. In connection with 
this we would also like to draw to your attention the 
ever-increasing number of graduates of approved 
schools as noted in the Council's report and in the an- 
nual report, Medical Education in the United States. 
Your reference committee shares with the Council the 
belief that the present gradual increase of educational 
facilities in medicine is sound. We believe that the - 
American Medical Association should be vigilant that 
further expansion of educational facilities for the dev- 
elopment of physicians be continued on a basis that 
will maintain the present high standards of medical 
education and effective medical service to the public. 
Any precipitous expansion of medical education could 
only result in lowering the standards, which would 
ultimately affect the medical care of the patient. This 
should be the concern of all of us. 

Your reference committee notes that Dr. H. G, Weis- 
kotten, who has served this Association in relation to 
its activities with the Council on Medical Education 
and Hospitals so effectively and well over a long 
period, will be completing his term as a member and 
Chairman of the Council next June. He has announced 
his retirement. Your committee wishes to acknowledge 
with appreciation the outstanding contribution that Dr. 
Weiskotten has made to the cause of medical education 
in the United States throughout his long and distin- 
guished career. We share with the Council and its staft 
their deep regret in anticipating Dr. Weiskotten’s re- 
tirement from his official relationship with the Ameri- 
can Medical Association in the capacity of Chairman 
of the Council on Medical Education and Hospitals. 

Your reference committee also wishes to express its 
appreciation to the members of the Council, and to 
Dr. Edward L. Turner, Secretary of the Council, and 
his associates at the headquarters’ office, Drs. Walter 
L. Wiggins, Arthur N. Springall, John Hinman, Glen 
R. Shepherd, Willard Thompson, and Homer Freese, 
and also to the members of the Council's field staff 
who serve so effectively throughout the country. The 
Committee further wishes to give especial appreciation 
to Mrs. Tipner who has been of such invaluable as- 
sistance to your reference committee, and also to Dr. 
Leonard W. Larson of the Board of Trustees for his 
comprehensive and informative discussion. 

(To be continued) 
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MEDICAL NEWS 


ALABAMA 


Society News.—The Alabama Association for Mental 
Health has moved to 1904—10th Ave., S., Birmingham. 
The new phone number is 4-6691 and the new mail- 
ing address, P. O. Box 3283. 


University News.—The Medical College of Alabama, 
Birmingham, has appointed Drs. Beamon S$. Cooley 
Jr. and Charles P. Grant, associate professors of 
ophthalmology. The following physicians were named 
assistant professors: Dr. John Davis McCullough 
(clinical psychiatry ), Dr. Samuel R. Hill (medicine), 
and Dr. Wiley Kemp Livingston (ophthalmology ). 


Orthopedic Surgeons Honored.—The following ortho- 
pedic surgeons were recently honored for a combined 
service of more than a century since the inaugura- 
tion of Alabama’s programs in the interest of crip- 
pled children and in the field of vocational rehabili- 
tation: Drs. John D. Sherrill and H. Earle Conwell 
of Birmingham, Dr. William C. Hannon, Mobile, and 
Dr. Marcus M. Skinner, Selma. Citations were pre- 
sented to them for their contributions by Mr. O. F. 
Wise, director of the division of vocational reha- 
bilitation and crippled children’s services of the state 
department of education. The recipients, all graduates 
of the University of Alabama, served in World War I 
as officers in the Medical Corps, and each has con- 
tributed from 25 to 30 years of service in the work of 
rehabilitation in Alabama. 


CALIFORNIA 


Heart Symposium.—The Los Angeles County Heart 
Association will hold a midwinter heart symposium 
Jan. 23, 2-5 p. m., at the Los Angeles County Medical 
Association auditorium. Members of the medical as- 
sociation are invited to attend without charge. Short 
papers on all phases of cardiovascular diseases, in- 
cluding the basic sciences, will be presented. 


Surgeons Meet in Santa Barbara.—The annual meeting 
of the Southern California chapter of the American 
College of Surgeons will be held at the Biltmore 
Hotel, Santa Barbara, Jan. 18-20. Approximately 40 
papers will be presented. Panel discussions have been 
scheduled on “Cancer of the Breast” and “Disorders of 
the Gastroesophageal Junction.” Guest speakers will 
be Dr. Alfred Blalock, professor of surgery, Johns 
Hopkins University School of Medicine, Baltimore, 
and Dr. Henry N. Harkins, professor of surgery, 
University of Washington School of Medicine, Seattle. 


Lectures on Nasal Surgery.—Dr. Maurice H. Cottle, 
professor of otolaryngology, Chicago Medical School, 
_ will present 10 lectures on nasal surgery at the 26th 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


annual midwinter clinical convention in ophthalmolo- 
gy and otolaryngology in Los Angeles, Jan. 14-18. The 
meeting is sponsored by the Research Study Club of 
Los Angeles. His subjects will be: “Great Contributions 
to Rhinologic Surgery 1900-1910"; “Atrophy and Atro- 
phic Rhinitis: Septal Perforations”; “Surgery of Roof 
Cartilages ( Upper, Lateral, and Nasal Valve )”; “Hump 
Removal and Roof Repair”; “Psychological Considera- 
tions’; “Surgery of the Spine and Pyriform Aperture’; 
“Preservation of Nasal Mucosa”; “Structure and Func- 
tion of Vestibule”; “Nasal, Facial, and Dental Asym- 
metries’; and “Ballooning, Returning, Open Nose, 
Open Roof, and Nasal Tension.” Dr. Cottle will par- 
ticipate also in a surgical seminar at the University of 
Oregon Medical School, Portland, Jan. 21-22. 


CONNECTICUT 


Course on Economics of Medical Practice.—The Con- 
necticut State Medical Society, in cooperation with the 
Yale University School of Medicine, New Haven, 
department of public health, is sponsoring a course 
on “The Economics and Relationships of Medical 
Practice” at the Brady auditorium, 310 Cedar St., 
New Haven. On Jan. 10, Dr. Thomas J. Danaher, 
Torrington, served as moderator for a discussion on 
“Third Party Payment for Medical Service.” The 
participants were Dr. William H. Horton, director, 
Connecticut Medical Service, New Haven; Mr. John 
Miller, vice-president, Monarch Life Insurance Com- 
pany, Springfield, Mass.; and Mr. Francis W. Looney, 
director of welfare, City of New Haven. 

At 8 p. m,, Jan. 17, “Third Party Payments for 
Hospital Service” will be considered by Mr. Charles 
Garside, chairman, Associated Hospital Service, New 
York City, and Dr. Norman J. Barker, medical director, 
Connecticut General Life Insurance Company, Hart- 


ford. 


FLORIDA 


Professor of Anatomy.—John C. Finerty, Ph.D., for- 
merly professor of anatomy and assistant dean in charge 
of student affairs at the University of Texas Medical 
Branch, Galveston, has been appointed professor of 
anatomy and chairman of the department and assistant 
dean in charge of student affairs at the University of 
Miami School of Medicine, Coral Gables. 


ILLINOIS 


Society News.—Dr. George M. Cummins Jr., assistant 
professor of medicine, Northwestern University Medi- 
cal School, Chicago, will discuss “Contemplating Your 
Coronaries” before the Douglas Park Branch of the 
Chicago Medical Society in cooperation with the Chi- 
cago Heart Association, Jan. 16, at the Riverside Golf 
Club (Riverside 7-3700), Cermak Road and DesPlaines 
Avenue, Riverside. Dinner, 7 p. m., will be preceded 
by a fellowship hour, 6:30 p. m., and followed by the 
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scientific meeting, 8 p. m. On the same day the DuPage 
County Medical Society will present a program in 
cooperation with the Chicago Heart Association at the 
Memorial Hospital of DuPage County, 189 Avon, Elm- 
hurst (TErrace 2-6800). Dinner, 6:30 p. m., will pre- 
cede the scientific program, 8 p. m., during which the 
medical aspect of “Surgery in Cardiac Disease—Indica- 
tions and Results” will be presented by Dr. Harry A. 
Bliss, assistant professor of medicine, and the surgical 
aspect by Dr. Ormand C. Julian, associate professor in 
surgery, University of Illinois College of Medicine, 
Chicago. Physicians are welcome. 


MASSACHUSETTS 


Personal.—A. Baird Hastings, Ph.D., head, department 
of biological chemistry, Harvard University School of 
Medicine, Boston, has been appointed to serve on the 
National Advisory Arthritis and Metabolic Diseases 
Council, the surgeon general of the U. S. Public 
Health Service, has announced.——Dr. Wilfred Bloom- 
berg, Boston, has been selected as head of the Regional 
Program in Mental Health Training and Research con- 
ducted by the Southern Regional Education Board, 881 
Peachtree St., N. E., Atlanta 9, Ga. Dr. Bloomberg, who 
was chief of the psychiatry and neurology service, Vet- 
erans Administration Hospital, Boston, assumed his 
duties as associate director for mental health officially 
on Jan. 1. He previously served as associate professor 
of neurology and psychiatry at the Boston University 
School of Medicine, visiting professor of psychiatry 
at the University of California, and neuropsychiatric 
consultant, First Service Command during World 
War II. 


MICHIGAN 


Rural Health Conference.—“Professional Day” will 
mark the opening of the 10th annual Rural Health 
Conference scheduled for Kellogg Center, East Lan- 
sing, Jan. 16-18. The morning program will include 
discussion on rural and “fringe-area” medical prob- 
lems. The afternoon session will feature the presenta- 
tion of scientific papers on rural medicine and health. 


NEW YORK 


Society News.—The Medical Society of the County of 
Kings and Academy of Medicine of Brooklyn will hold 
its stated meeting jointly with the Brooklyn Society of 
Internal Medicine, Jan. 15, in the McNaughton Audi- 
torium, Brooklyn. “The Present Status of Surgery in 
Acquired Heart Disease” will be discussed by Dr. 
Charles P. Bailey, head, division of thoracic surgery, 
Hahnemann Medical College and Hospital of Phila- 
delphia, and Dr. Louis A. Soloft, chief, Cardiac Clinic 
B, Temple University Hospital, Philadelphia. 


New York City 


Tumor Clinic Conference.—Dr. George A. Hyman, 
associate attending man, Francis Delafield Hospital, 
will present “Chemotherapy of the Leukemias” at the 
Harlem Hospital, Jan. 16, 10:45 a. m. 


J.A.M.A., January 12, 1957 


OHIO 


Diabetes Project.—A 10-year study on diabetes and 
associated disease entities, recently launched at West- 
ern Reserve University School of Medicine, Cleveland, 
is supported by a 5-year, $250,000 grant from the Pub- 
lic Health Service and a 10-year, $500,000 grant from 
Mrs. Ben Gale, a former resident of Cleveland now 
living in Washington, D. C. Dr. Max Miller is the 
scientific director and Dr. Vaun A. Newill, the ad- 
ministrative director. Dr. Joseph T. Wearn, dean of the 
medical school, will coordinate the interdepartmental 
efforts, aided by Drs. Robert H. Ebert (medicine), 
John H. Dingle (preventive medicine), George I. 
Badger (biostatistics), William M. Wallace (pedia- 
trics ), George Sayers, Ph.D. ( physiology ), and Earl W. 
Sutherland Jr. (pharmacology ). 


VIRGINIA 


Annual McGuire Lecture Series—The 28th annual 
Stuart McGuire Lecture Series and Symposium on 
Cardiology and Cardiac Surgery (postponed from 
Dec. 12-14, 1956) will be presented Jan. 23-25 at the 
Medical College of Virginia in Richmond. Dr. Andre F. 
Cournand, Nobel prize winner, professor of medicine, 
Columbia University College of Physicians and Sur- 
geons, will deliver the following lectures at 8:30 p. m.: 
“Validity and Values of Methods for the Study of the 
Dynamics of the Circulation in Relation to Cardiac 
Surgery” (Wednesday ) and “Control of the Pulmonary 
Circulation in Man” (Thursday ). Out-of-state speakers 
will include: Dr. Réjane M. Harvey, assistant profes- 
sor of clinical medicine, Columbia University College 
of Physicians and Surgeons, New York City, who will 
present “The Meaning of Pulmonary Hypertension in 
the Patient Being Considered for Cardiac Surgery” 
and “The Natural History of Cor Pulmonale in the 
Emphysematous Patient”; Dr. Charles A. Hufnagel, 
associate professor of surgery, Georgetown University 
School of Medicine, Washington, D. C., who will dis- 
cuss “The Surgery of Aortic Valvular Disease” and 
“Vascular Reconstruction’; and Dr. Edward S. Orgain, 
professor of medicine, Duke University School of Med- 
icine, Durham, N. C., whose topic will be “The Treat- 
ment of Hypertension.” 


GENERAL 


Certification in Nuclear Medicine.—Within the near 
future, a special examination for certification in nuclear 
medicine will be offered to diplomates in radiology 
and therapeutic radiology. Those interested must 
apply to the American Board of Radiology before 
Feb. 15. Dr. B. R. Kirklin, Kahler Hotel Bldg., 
Rochester, Minn., is secretary of the board. 


Fellowship in Hematology.—A one-year appointment, 
beginning July 1, is available in the department of 
medicine, University of Maryland School of Medicine, 
Baltimore. The annual stipend is $3,000-$3,500 (de- 
pendent on marital status). The fellowship offers op- 
portunities for training in clinical hematology as well 
as investigative work in this field. Inquiries should be 
addressed to Dr. Milton S. Sacks, Professor of Clinical 
Medicine, University Hospital, Baltimore 1. 


‘ 


Vol. 163, No. 2 


Guide to Cardiovascular Literature.—A new publica- 
tion in the heart disease field, “Selected References on 
Cardiovascular Disease,” a 52-page annotated bibliog- 
raphy compiled by the U. S. Public Health Service, is 
offered to nurses, medical students, nutritionists, health 
educators, social workers, and others concerned with 
cardiovascular disease. Films and other audiovisual 
aids are also listed. The booklet (Public Health Serv- 
ice Publication 472), prepared by the Heart Disease 
Control Program of the Public Health Service, is avail- 
able from the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D. C., for 25 
cents a Copy. 


Internship in Oncological Nursing.—The department 
of nurse education, School of Education, New York 
University, offers a one-year nurse internship in oncol- 
ogical nursing in conjunction with the James Ewing 
Hospital of Memorial Center for Cancer and Allied 
Diseases. Activity includes experience in medical 
neoplasia, chemotherapy, radiation therapy, metabolic 
research, virus research, and other specific areas. 
Scholarship funds are available to cover tuition for 
the four credits granted by the university; students pay 
a field work fee of $25. The next class of the internship 
in oncological nursing will begin Feb. 4. A fall class is 
tentatively scheduled to begin in September. Applica- 
tions should be sent to Norma F. Owens, Supervisor, 
Internship in Oncological Nursing, Department of 
Nurse Education, School of Education, New York 
University, Washington Square, New York 3. 


Geriatric Symposium.—The third annual Merrell Sym- 
posium, “Constructive Medicine in Aging: Cardio- 
vascular Disorders in the Aged,” will be presented Jan. 
17, 9:30 a. m.-4:30 p. m., at the Netherland Hilton 
Hotel, Cincinnati. Dr. Johnson McGuire, director, 
cardiac laboratory, University of Cincinnati College of 
Medicine, will serve as moderator for the following 
program: 


Edward L. Bortz, Philadelphia, New Concepts in Aging. 

John Earle Estes, Rochester, Minn., Venous Disorders in Older 
People. 

Walter S. Priest, Chicago, Anticipation and Management of 
Cardiac Decompensation. 

Jessie Marmorston, Beverly Hills, Calit., Hormonal Aspects of 
Myocardial Infarction in Female and Male Subjects. 

Ancel Keys, Ph.D., Minneapolis, Calories and Cholesterol. 

Robert W. Wilkins, Boston, Drug Therapy for Hypertensive 
Vascular Disease in Patients Past Midlife. 

Robert A. Bruce, Seattle, Evaluation of Functional Capacity in 
Patients with Cardiovascular Disease. 

Edward J. Stieglitz, Washington, D. C., Integrated Unity of the 
Patient. 


Physicians interested in the problems of aging are 
invited to attend. 


Course in Diabetes and Basic Metabolic Problems.— 
The fifth Postgraduate Course in Diabetes and Basic 
Metabolic Problems will be offered by the American 
Diabetes Association in cooperation with the Ohio 
State University Health Center, Columbus, Jan. 30- 
Feb. 1. Fees for the course, which will be presented in 
the Conference Theater, are $40 for members of the 
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American Diabetes Association and $75 for nonmem- 
bers. Fellows and residents engaged in full-time study 
in medicine and allied sciences in schools and hospitals 
in the metropolitan area of Columbus may attend the 
scientific sessions at a nominal fee of $10; interns may 
attend without charge. Medical students in the metro- 
politan area may register without charge if space per- 
mits. The American Academy of General Practice will 
give 22 hours of postgraduate credit for the course. 
Topics for discussion will include pathophysiology, 
diagnosis, clinical management, objectives of treat- 
ment, complicating conditions, and chronic complica- 
tions in diabetes mellitus. On Wednesday, Dr. Henry 
T. Ricketts, Chicago, will serve as moderator for a 
luncheon panel discussion (by subscription ), in which 
the participants will be the speakers of the morning 
program: Drs. Rachmiel Levine, Chicago; William C. 
Stadie, Philadelphia; Charles H. Best, Toronto, Can- 
ada; and Stefan S. Fajans, Ann Arbor, Mich. The Wed- 
nesday afternoon program will close with a question- 
and-answer period. A social hour (by subscription), 
6:30 p. m., will precede the banquet Wednesday eve- 
ning at the Deschler Hilton Hotel. Dr. Russell B. Roth, 
Erie, Pa., will consider “Public Relations and the Phy- 
sician.” The luncheon panel discussion on oral hypo- 
glycemic agents, Thursday, will be moderated by Dr. 
George J]. Hamwi, Columbus, director of the course, 
and will have as collaborators Drs. Levine and Arthur 
R. Colwell Sr., and Robert M. Kark, Chicago; Gar- 
field G. Duncan, Philadelphia; and William R. Kirtley, 
Indianapolis. The early afternoon session will be de- 
voted to a panel discussion, “Objectives of Treatment 
in Diabetes Mellitus,” for which Dr. Joseph T. Beard- 
wood Jr., Philadelphia, will be moderator. Panelists 
will be Drs. Alexander Marble, Boston; Harvey C. 
Knowles Jr., Cincinnati; Randall G. Sprague, Roches- 
ter, Minn.; Henry B. Mulholland, Charlottesville, Va.; 
Christopher J. D. McLoughlin, Atlanta, Ga.; and John 
A. Reed, Washington, D. C. The Life Insurance Com- 
panies of Columbus will be host at the social hour, 
6:30 p. m., at the Deschler Hilton Hotel. The third 
subscription luncheon panel discussion, Friday, will 
be moderated by Dr. E. Perry McCullagh, Cleveland. 
Drs. Fajans, Knowles, and Howard F. Root, Boston, 
will participate. 


LATIN AMERICA 


Conference on Fertility.—The International Fertility 
Association will hold a North American Conference on 
Fertility at Monterrey, Mexico, Jan. 16-19. The Central 
American and Caribbean countries, as well as the 
United States and Canada, will co-sponsor the con- 
ference. Information can be obtained from Dr. Abelar- 
do Salas G., Matamoros 362 Pte. Monterrey N.L., Mex- 
ico. 


FOREIGN 

William Harvey Tercentenary.—The Harveian Society 
of London is planning a tercentenary commemoration, 
June 3-7, 1957, at the Royal College of Surgeons. The 
theme, “A Review of the Present Knowledge of the 
Circulation,” will be elaborated in presentations on 
the circulation from the 17th to the 20th centuries; 
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regulations of the circulation; the results of cardiac sur- 
gery; and the coronary, pulmonary, cerebral, splanch- 
nic, and peripheral circulation. Among the participants 
from the United States will be: Dr. Frederick A. Wil- 
lius, Rochester, Minn.; Dr. John F. Fulton, New Haven, 
Conn.; Dr. Louis N. Katz, Chicago; Dr. Claude S. 
Beck, Cleveland; Dr. Donald E. Gregg, Washington, 
D. C.; Drs. Andre F. Cournand and Stanley E. Bradley, 
New York; and Dr. Seymour S. Kety, Bethesda, Md. 


Congress of Neurological Sciences.—The first Inter- 
national Congress of Neurological Sciences in Brussels, 
Belgium, July 21-28, will be an affiliation, for the first 
time, of all independent international congresses of 
several neurological disciplines into a single integrated 
international convention. The congresses scheduled to 
meet simultaneously in Brussels under the new co- 
ordinated program are the International Neurological 
Congress; International Congress of Electroencepha- 
lography and Clinical Neurophysiology; International 
Congress of Neuropathology; International Congress 
of Neurosurgery; International League Against Epi- 
lepsy; and Symposium Neuroradiologicum. The broad 
title of Congress of Neurological Sciences was adopted 
to allow for participation in future congresses of other 
neurological disciplines, such as neuroanatomy, neuro- 
chemistry, and neuropharmacology. Application blanks 
for any tvpe of membership in the sixth International 
Neurological Congress or the third International Con- 
gress of Neuropathology may be obtained from Dr. 
Pearce Bailey, Secretary, Committee for the United 
States, at the National Institutes of Health, Bethesda 
14, Md. Application blanks for membership in the 
fourth International Congress of Electroencephalog- 
raphy and Clinical Neurophysiology may be obtained 
from Dr. R. G. Bickford, Mayo Clinic, Rochester, Minn. 
Application blanks for membership in the first Inter- 
national Congress of Neurosurgery may be obtained 
from the secretaries of the several neurosurgical so- 
cieties in the United States. Neurosurgeons wishing to 
submit titles for consideration may send the title and 
a 200-word abstract to the Assistant Secretary General, 
Dr. William B. Scoville, 85 Jefferson St., Hartford, 
Conn., who will forward them to the Secretary-Gener- 
al, Dr. Marcel David, Hospital St. Anne, Paris, France. 


EXAMINATIONS 
AND LICENSURE 


AMERICAN BOatio Or ANESTHESIOLOGY: Part I. Various locations, 
July 19. Final date for filing application is Jan. 19. Oral. Ashe- 
ville, No. Car., Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 80 
Seymour St., Hartford 15, Conn. 


AMERICAN Boarnp oF DerMaroLocy: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Sec., Dr. Beatrice Maher 
Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: Written. Oct. 21. 
Oral. New Orleans, Feb. 4-8; Boston, April 3-6. Final date for 
filing application is Jan. 2. Chicago, May 27-29; San Francisco 
or Los Angeles, September. Final date for filing application is 
Feb. 1. Subspecialties. Gastroenterology. Philadelphia, April 
5-6. Final date for filing application is March 1. Exec. Sec., 
Dr. W. A. Werrell, 1 West Main St., Madison 3, Wis. 
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AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

AMERICAN Boarpb OF OssTETRICS AND GyNECOLOGY: Part I. Vari- 
ous cities of the United States, Canada, and military centers 
outside the Continental United States, Feb. 1. Candidaes must 
submit case reports to the office of the Secretary within thirty 
days of being notified of their eligibility to Part I. The cases 
must be prepared in the manner described in the Bulletin of 
the board with a duplicate index list. Part I], Chicago, May 
16-25. Request for reexamination in Part I] must be received 
prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, Ohio. 


AMERICAN Board OF OpHTHALMOLOGY: Written. Jan, 21. Final 
date for filing application was July 1. Oral. New York, May 
23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

AMERICAN Boarp oF OntHoparpic SurGcERY: Oral. Part II, Chi- 
cago, January 1957. Final date for filing application was Aug. 
15. Sec., Dr. Sam W. Banks, 116 South Michigan Ave., Chi- 
cago 3. 

AMERICAN Boarp OF OTOLARYNGOLOGY: Chicago, Oct. 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, lowa City. 

AMERICAN Boarp Or PatHo.tocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. Washington, April 4-6. Final 
date tor filing application is March 1. Sec., Dr. Edward B. 
Smith, Indiana University Medical Center, Indianapolis 7. 

AMERICAN Boarp or Puysicat MEDICINE AND REHABILITATION: 
Parts I and Il. New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S.W., Rochester, Minn. 

AMERICAN Boarp OF PLaAstic SurGERY: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 


AMERICAN Boarp Or PREVENTIVE Mepicine: Oral and Written. 
Public Health. Schools of Public Health, April 11-13. Aviation 
Medicine. Denver, May 9-11. Occupational Medicine. St. 
Louis, April 26-28. Sec., Dr. Thomas F. Whayne, 615 North 
Wole St., Baltimore. 

AMERICAN Boanp or Procrotocy; Oral and Written. Parts I and 
Il. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp or PsyCHiATRY AND NeuROLOGY: Oral. New 
Orleans, Mar. 18-19. Final date for filing application was Sept. 
10. Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., 
Rochester, Minn. 

AMERICAN Boarp OF RapioLocy: Tampa, April 1-6. Final date 
lor filing application is Jan. 1. Washington, Sept. 23-28. Final 
date tor filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi- 
ology. Application must be made before Feb. 15. Sec., Dr. 
B. R. Kirklin, Kahler Hotel Bldg., Rochester, Minn. 


AMERICAN Boarpb or Surcery: Part I. San Francisco, Jan. 17-18; 
Houston, Feb. 18-19; Nashville, Mar. 11-12; Boston, April 
8-9, and New York, june 10-11. 

AMERICAN Boarp oF Urno.ocy: February 1957. Sec., Dr. William 
Niles Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Boarp or THoracic Surcery: Written. Various centers through- 
out the country, February 1957, and the closing date for regis- 
tration is Dec. 1, 1956. Sec., Dr. William M. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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GOVERNMENT SERVICES 


AIR FORCE 


New Air Force Hospital in Florida.—The newest of 
the recently completed permanent hospitals for the 
Air Force is at MacDill Air Force Base, Tampa, Fla. 
The new hospital is a three-story building of 150-bed 
capacity, which can be expanded to 300 beds. This 
facilitv contains all treatment, clinical, diagnostic, and 
support clements necessary to render general medical 
and surgical care to the base military population and 
their dependents. The completely air-conditioned 
physical plant has been under construction for two 
vears at a cost of about $3,300,000. 


New 150-bed hospital, MacDill Air Force Base, Tampa, Fla. 


Session on Space Medicine.—The surgeon general's 
office of the U. S. Air Force reports that a meeting on 
space medicine was held Dec. 7, 1956, during the 
third annual meeting of the American Astronautical 
Society in New York. Among the presentations sched- 
uled were Gravi-Receptors, by Hubertus O. Strug- 
hold, chief, department of space medicine, School of 
Aviation Medicine, Randolph Air Force Base, Texas; 
Long-Term Human Confinement in Space Equivalent 
Vehicles, by Charles Dempsey, chief, design research 
unit, aero medical laboratory, Wright-Patterson Air 
Force Base, Dayton, Ohio, Capt. Franklin D. Van 
Wart, U. S. A. F., Lieut. John H. Duddy, U. S. A. F., 
and Jack Hockenberry, Wright Air Development Cen- 
ter, Dayton, Ohio; Accelerative Forces Associated with 
Leaving and Re-entering the Earth’s Gravitational 
Field, by Major Rufus R. Hessberg Jr., M. C., U.S. Air 
Force, chief, biophysics branch, aero medical labora- 
tory; and Plants as a Means of Balancing a Closed 
Ecological System, by James G. Gaume, School of 
Aviation Medicine, Randolph Air Force Base. 


Dietitians’ Conference.—Air Force consultant dietitians 
attended a conference Nov. 15-16 in Washington, 
D. C., the purpose of which was to improve the med- 
ical food service at small Air Force hospitals. Dr. 
Margaret Ohlson, national dietary consultant to the 
surgeon general, who recently visited several Air Force 
hospitals, presented an evaluation of centralized equip- 
ment for food service. 


VETERANS ADMINISTRATION 


Hospital News.—Dr. Louis B. Newman, associate pro- 
fessor of physical medicine and rehabilitation at 
Northwestern University Medical School, Chicago, 


addressed the staff of the VA Hospital, Jefferson Bar- 
racks, Mo., and the St. Louis Society of Neurology and 
‘Psychiatry and spoke on “The Role of Physical Medi- 
cine and Rehabilitation Service in Neurological Dis- 
orders.” 


Appointments Available at Radioisotope Laboratory. 
—The Veterans Administration Hospital, Madison, 
Wis., announces the establishment of a radioisotope 
laboratory for basic biochemical and clinical research, 
with emphasis on research on the biosynthesis and 
metabolism of lipids. Support for the work will be 
administered through the University of Wisconsin 
Medical School and the Veterans Administration. Lab- 
oratory research will be under the direction of Dr. 
John W. Porter and clinical investigations will be 
supervised by Dr. Frank C. Larson. A limited number 
of predoctoral and postdoctoral appointments will be 
available through the University of Wisconsin for 
qualified individuals interested in this work. 


PUBLIC HEALTH SERVICE 


Examinations for Scientists for the Regular Corps.— 
The Public Health Service announces that examina- 
tions for parasitologists, bacteriologists, chemists and 
biochemists, and clinical psychologists will be held 
Feb. 26-29 at a number of places throughout the 
United States. Applications must be received no later 
than Jan. 18, 1957. All candidates must be citizens of 
the United States and at least 21 years of age. Re- 
quirements for the assistant scientist grade are at least 
seven years of collegiate and graduate education and 
appropriate professional experience after high school 
and a doctor's degree in the specialty. Candidates for 
the senior assistant scientist grade must have had at 
least 10 years of collegiate and graduate education 
and appropriate professional experience after high 
school in addition to a doctor's degree in their specialty. 
Applicants who will meet these qualifications within 
nine months of the date of the written examination 
will be admitted to the examination, but they may 
not be appointed to the regular corps until they have 
fulfilled all of the requirements. The entrance exam- 
ination includes an interview, a physical examination, 
and a comprehensive objective examination in the 
appropriate professional field. 

The grade of assistant scientist is equivalent to the 
Navy rank of lieutenant junior grade, and that of 
senior assistant scientist is equivalent to Navy lieu- 
tenant. Entrance pay for an assistant scientist with 
dependents is $4,817 a year and for senior assistant 
scientist with dependents $5,718 a year. These figures 
include subsistence and rental allowance. Appoint- 
ments are permanent in nature and provide an oppor- 
tunity for research and public health activities as a 
lifetime career. Additional benefits include retirement 
pay after 30 years of service, or at age 64; disability 
and retirement pay; 30 days’ annual leave; Old-Age 
and Survivors Insurance; and medical care for de- 
pendents. 

Application forms may be obtained from the Sur- 
geon General, U. S. Public Health Service, Washington 
25, D. C. Transcripts covering all undergraduate and 
graduate education should accompany application 
forms. 
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DEATHS 


Orr, H. Winnett, Lincoln, Neb.; born in West Newton, 
Pa., March 17, 1877; University of Michigan Depart- 
ment of Medicine and Surgery, Ann Arbor, 1899: 
specialist certified by the American Board of Ortho- 
paedic Surgery; chairman of the Section on Orthopedic 
Surgery of the American Medical Association, 1921- 
1922, and member of its House of Delegates in 1926 
and 1927; from 1900 to 1912 librarian, Nebraska State 
Medical Association, serving as secretary in 1907, and 
president in 1919-1920; at one time secretary and 
president of the American Orthopaedic Association; 
from 1913 to 1917 secretary of the Central States 
Orthopedic Club; member and _ past-president of the 
Clinical Orthopaedic Society; member of the Amer- 
ican Academy of Orthopaedic Surgeons, International 
Society of Orthopaedic Surgery and Traumatology, 
Chi Phi, Phi Rho Sigma, Sigma Xi, Alpha Omega 
Alpha, and others; honorary member of the American 
Medical Library Association, Seattle Orthopedic So- 
ciety, and the Association of Bone and Joint Surgeons; 
served as a lecturer on the history of medicine at the 
University of Nebraska College of Medicine and as 
assistant professor in clinical surgery at the University 
of Nebraska College of Dentistry; served overseas dur- 
ing World War 1; from 1922 to 1925 was a colonel 
in command of the 110th Medical Regiment, Nebraska 
National Guard, after which he was a colonel in the 
U. S. Army Medical Reserve with special assignment 
as consultant in orthopedic surgery until he retired; 
fellow of the American College of Surgeons; at one 
time chief medical inspector for the city public schools; 
assistant surgeon and superintendent of the Nebraska 
Orthopedic Hospital from 1906 to 1917 and chief sur- 
geon from 1919 to 1948, when he became senior con- 
sultant; chief surgeon in the department of orthopedic 
surgery at the Lincoln General Hospital; on the staft 
of the Bryan Memorial Hospital; editor of the Western 
Medical Review trom 1899 to 1906 and of the Amer- 
ican Journal of Orthopedic Surgery from 1919 to 1921; 
author of books and articles; died in Rochester, Minn., 
Oct. 11, aged 79, of acute hepatic insufficiency. 

Howard, Harvey James, Clearwater, Fla.; born in 
Churchville, N. Y., Jan. 30, 1880; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1908; 
in 1910 went to China, where he was head of the de- 
partment of ophthalmology at the University Medical 
College in Canton until 1913, ophthalmologist at the 
Canton Christian College from 1912 to 1915, and 
ophthalmic surgeon at the Canton Hospital from 1912 
to 1915; fellow of the China Medical Board of the 
Rockefeller Foundation at Harvard from 1916 to 1918 
and at Vienna, 1923-1924; tor many years professor 
and head of the department of ophthalmology at Union 
Medical College, Peking, China; medical adviser to the 
department of aeronautics, Chinese government, from 
1920 to 1923; served as professor and head of the de- 
partment of ophthalmology at the Washington Uni- 


# Indicates Member of the American Medical Association. 


versity School of Medicine in St. Louis, where he was 
chief of the ophthalmic service, Barnes Hospital, and 
the St. Louis Children’s and St. Louis Maternity hos- 
pitals, and ophthalmologist at the Evangelical Dea- 
coness Hospital; on the staff of the Morton F. Plant 
Hospital; at one time executive director of the Oscar 
Johnson Institute of Research in Ophthalmology and 
Otolaryngology in St. Louis; formerly director of the 
department for the prevention of blindness of the Mis- 
souri Commission for the Blind; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology, 
American Ophthalmological Society, and the Associa- 
tion for Research in Ophthalmology; fellow of the 
American College of Surgeons; an associate member 
of the American Medical Association; specialist certi- 
fied by the American Board of Ophthalmology; veteran 
of World War |; author of “Ten Weeks with Chinese 
Bandits”; died Nov. 6, aged 76, of cerebral hemor- 
rhage and arteriosclerosis. 

Amoss, Harold Lindsay * Greenwich, Conn.; born in 
Cobb, Ky., Sept. $8, 1886; Harvard Medical School, 
Boston, 1911; an assistant in the department of pre- 
ventive medicine at his alma mater from 1909 to 1912, 
when he joined the Rocketeller Institute in New York 
City; from 1922 to 1930 associate professor of medi- 
cine at the Johns Hopkins University School of Medi- 
cine in Baltimore, where he was associate physician 
at the Johns Hopkins Hospital; professor of medicine 
at Duke University School of Medicine in Durham, 
NX. C., from 1930 to 1933, at one time visiting professor 
of medicine at the Peiping Union Medical College in 
Peiping, China; veteran of World War I; during World 
War IL chairman of the Fairfield County (Conn. ) 
Medical Advisory Board; consultant in medicine at the 
Grasslands Hospital in Valhalla, N. Y., White Plains 
Hospital in White Plains, N. Y., United Hospital in 
Port Chester, N. Y., and the Greenwich Hospital; ob- 
tained the doctor of public health degree from Har- 
vard, Cambridge, Mass., in 1912; held the honorary 
degree of doctor of science from George Washington 
University, Washington, D. C.; specialist certified by 
the American Board of Internal Medicine; member of 
the Association of American Physicians, American 
Society of Clinical Investigation, American Clinical 
and Climatological Association, and the American So- 
ciety for Experimental Pathology; died Nov. 2, aged 70. 


Eggers, Carl * New York City; born in Germany, 
March 14, 1879; Columbia University College of Phy- 
sicians and Surgeons, New York City, 1907; formerly 
clinical professor of surgery at the New York Uni- 
versity College of Medicine and the New York Uni- 
versity Post-Graduate Medical School; member of the 
founders’ group of the American Board of Surgery; 
member of the American Surgical Association and the 
American Association of Thoracic Surgery, of which 
he was past-president; past-president of the New York 
Society of Thoracic Surgery and the Alumni Associa- 
tion of the College of Physicians and Surgeons of 
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Columbia University; fellow of the American College 
of Surgeons; veteran of World War I; consultant in 
surgery at the Lawrence Hospital in Bronxville, Uni- 
versity Hospital, St. Vincent’s Hospital, and the Lenox 
Hill Hospital, where he was past-president of the med- 
ical board and where he died Oct. 26, aged 77, of 
arteriosclerosis. 


Brethour, George Edwin, Dwight, Kan.; Kansas Med- 
ical College, Medical Department of Washburn Col- 
lege, Topeka, 1909; veteran of World War I; on the 
staff of the Junction City (Kan.) Municipal Hospital, 
where he died Oct. 27, aged 72, of cerebral hemor- 
rhage. 


Chambers, Albert Mathews, McAlester, Okla.; Kansas 
City Medical College, Kansas City, Mo., 1899: at one 
time a member of the state board of medical examin- 
ers; veteran of World War I; died in the Veterans Ad- 
ministration Hospital, Muskogee, Oct. 31, aged 87. 


Collette, Elmon Laurence, Jr. ® Muskogee, Okla.; Uni- 
versity of Arkansas School of Medicine, Little Rock, 
Ark., 1937; veteran of World War II; on the staff of 
the Veterans Administration Hospital, where he died 
Oct. 22, aged 42. 


Dresch, Christian Albert, Cassopolis, Mich.; Gross 
Medical College, Denver, 1898; Medico-Chirurgical 
College of Philadelphia, 1901; fellow of the American 
College of Surgeons; veteran of World War I; formerly 
practiced in Mishawaka, Ind., where he was the first 
city health officer; a director and vice-president of the 
First National Bank, and one of the founders and 
past-president of the medical staff of St. Joseph Hos- 
pital, where he died Oct. 28, aged 79. 


Edgar, Joseph Calvin, Oakmont, Pa.; University of 
Pittsburgh School of Medicine, Pittsburgh, 1908; an 
associate member of the American Medical Associa- 
tion; veteran of World War I; for many years member 
of the board of health; served on the staff of the ad- 
judication board of the Veteran Administration in 
Pittsburgh; on the staff of the Columbia Hospital in 
Wilkinsburg; died Oct. 13, aged 75, of acute myocar- 
ditis and hypertension. 


Elliott, E. P., Mellwood, Ark. (licensed in Arkansas 
in 1903); died in Little Rock in October, aged 586. 


Feifer, Anthony Michael, Providence, R. 1.; Baltimore 
Medical College, Baltimore, 1911; member of the 
Rhode Island Medical Society; died in Barrington Oct. 
27, aged 70, of hypertension and heart disease. 

Gilmore, John Wesley * Wheeling, W. Va.; Jefferson 
Medical College of Philadelphia, 1911; served as presi- 
dent, secretary, and treasurer of the Ohio County 
Medical Society; in 1944 named director of the city- 
county health department; on the staff of the Ohio 
Valley General Hospital and the Wheeling Hospital, 
where he died Nov. 7, aged 72, of cirrhosis of the liver. 


Gunn, Ross Ervin * Boone, lowa; State University of 
lowa College of Medicine, lowa City, 1911; member 
of the American Academy of General Practice; served 
as president of the Boone County Medical Society; 
city health officer; died in the Boone County Hospital 
Oct. 7, aged 74, of lymphatic sarcoma. 
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Gunning, Robert Edward Lee ® Tucson, Ariz.; North- 
western University Medical School, Chicago, 1918; 
member of the Illinois State Medical Society; at vari- 
ous times instructor at the University of Kansas in 
Lawrence, Washington University in St. Louis, and 
the University of Chicago, Northwestern University, 
and Loyola University in Chicago; died Nov. 3, aged 
66, of pulmonary edema and uremia. 

Hauer, Arthur Merl ® Columbus, Ohio; Ohio Medical 
University, Columbus, 1906; specialist certified by the 
American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolar- 
yngology; fellow of the American College of Surgeons; 
formerly on the faculty of the Ohio State University 
College of Medicine; on the staffs of the Grant Hos- 
pital and the White Cross Hospital; died Sept. 14, 
aged 75, of cardiovascular renal disease. 

Hunter, Johnson Sherman * Jackson, Ohio; College of 
Physicians and Surgeons, Baltimore, 1894; veteran of 
World War I; died Oct. 18, aged 91, of arteriosclerosis. 


Isler, James Nathaniel ® Meigs, Ga.; Southern Med- 
ical College, Atlanta, 1897; died in the John D. Arch- 
bold Memorial Hospital, Thomasville, Oct. 25, aged 
82, of coronary thrombosis. 


Johnston, John David * Brundidge, Ala.; Atlanta Col- 
lege of Physicians and Surgeons, Atlanta, Ga., 1900; 
died in the Edge Hospital, Troy, Oct. 30, aged 80. 
Junkin, Homer David ® Paris, IIl.; Chicago College of 
Medicine and Surgery, Chicago 1910; fellow of the 
International College of Surgeons; secretary-treasurer 
and past-president of the American Fracture Associa- 
tion; served on the staff of the Paris Hospital; died in 
the Grant Hospital, Chicago, Nov. 5, aged 72, of car- 
cinoma of the bladder. 

Lamb, Ernest Dolph, Santa Clara, Calif.; University 
of Oregon Medical School, Portland, 1917; veteran of 
World War I; died in San Jose Sept. 20, aged 66, of 
congestive heart disease, arteriosclerosis, and cancer of 
the larynx. 

Lethiecq, Joseph Albert * Brewer, Maine; Jefferson 
Medical College of Philadelphia, 1894; past-president 
of the Penobscot County Medical Association; chair- 
man of the board of health of Brewer and a member of 
the school board; on the staff of the Eastern Maine 
General Hospital in Bangor; died Oct. 28, aged 91, of 
prepyloric obstruction and gastric ulcer. 

Wirtshafter, Morris, Cleveland; Maryland Medical 
College, Baltimore, 1911; served on the staff of the 
City Hospital; died in the Mount Sinai Hospital Oct. 
22, aged 68. 

Wrenn, Frank R. * Durham, N. C.; Jefferson Medical 
College of Philadelphia, 1912; veteran of World War 
I; formerly practiced in Anderson, S. C., where he was 
formerly chairman of the board of trustees for the 
city schools and superintendent of the Anderson 
County Memorial Hospital, and later its president; 


member of the South Carolina Medical Association; 
died Oct. 12, aged 72. 


Young, Lillian Van Arsdale * Redlands, Calif.; Barnes 
Medical College, St. Louis, 1909; member of the Mis- 
souri State Medical Association; died Oct. 27, aged 89. 
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AUSTRIA 


Symposium on Diseases of the Pulmonary Circulation. 
—At a meeting of the Vienna Society for Internal 
Medicine, Lauda stated that intermittent vertigo and 
a tendency to syncope during attacks of coughing and 
eventually leading to stenocardia are early symptoms 
of decompensation in patients with cor pulmonale. 
Intercurrent infection of the bronchi is extremely 
dangerous and requires prompt therapeutic attention. 
The chronic symptoms of decompensation consist of 
somnolence, weakness, and finally swelling of the 
liver and dependent edema. Bruecke stated that the 
pulmonary circulation is extremely adaptive. A de- 
ficiency of oxygen affects both the heart and_ the 
nervous centers but fear of an overdose of oxygen 
is unfounded, except in patients with severe anoxemia. 
Direct influence on a chronically high pulmonary 
pressure is not possible. Bruecke cautioned against 
the use of morphine in treating patients with impaired 
pulmonary circulation. Mlczoch stated that, because 
cor pulmonale is now found in at least 25% of pa- 
tients with pulmonary tuberculosis, it is important 
to attempt to prevent this complication when treating 
such patients. Hematogenic dissemination must be 
treated for a long time with tuberculostatic agents. 
Cortisone aids in preventing induration of the pleura. 
Lachnit stated that distortion and narrowing of the 
vessels, chronic bronchitis, and induration of the 
pleura are the causative factors in the occurrence of 
cor pulmonale in patients with silicosis. Prevention 
of the infection and possibly the administration of 
cortisone are important in therapy. Hueber stated 
that treatment of patients with cor pulmonale con- 
sists first of preventive measures with antibiotics and 
bronchospasmolytics and that, in addition, prolonged 
treatment with potassium iodide, full digitalization, 
and administration of acetazoleamide are indicated. 
Chloral hydrate is the sedative of choice. For the 
administration of oxygen a pulmotor or a mechanical 
respirator may be used. 


Surgery of the Pancreas.—At a meeting of the Society 
of Surgeons in Vienna, Fuchsig stated that an active- 
conservative procedure is indicated in treating pa- 
tients with acute pancreatitis. Later, operation is 
advisable for drainage of abscesses and for the pre- 
vention of sequelae. In the interval between pan- 
creatic attacks an operation for the restoration of the 
biliary ducts, which are often simultaneously affected, 
should be performed. Disturbances of Oddi’s sphincter 
are the most common cause of chronic pancreopathy. 
In 50% of the cases lithiasis of the biliary ducts may 
be an additional cause. Depending on the cause an 
operation is performed on the biliary ducts or on 
the pancreas itself, or one may attempt blocking of 
the celiac ganglion. The postoperative mortality rate 
following radical operations for carcinoma of the 
pancreas is about 50%, and a cure is rarely obtained. 


The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


Surgery in Children.—At the same meeting Fanta 
recommended early operations for appendicitis and 
pvlorospasm, operation for inguinal hernia at about 
12 months of age, for undescended testes at about 
12 years, and for the correction of webbed fingers 
and toes and abnormally protruding ears at 5 or 6 
vears, Operations on the heart should be postponed, 
if possible, because of the smallness of the defective 
structures in a child. Phimosis can often be treated 
conservatively, but circumcision is the method of 
choice when there is pain on micturition. 


BRAZIL 


Exploration of Common Bile Duct.—The Associagao 
Paulista de Medicina awarded to Drs. Arrigo Raia and 
A. C. de L. Horta the Benedito Montenegro prize tor 
their researches on gastroenterology. They found io- 
dinated contrast mediums in aqueous sohition to be 
the best in cholangiography. In order to obtain a 
cholangiogram they inject the contrast medium into 
the gallbladder, the cystic stump, the common bile 
duct, or the hepatic duct or through the puncture of 
a biliary canaliculus effected through the hepatic 
parenchyma. The injection must be made with the aid 
of a manometer, so that its pressure can be measured. 
It is not advisable to inject directly through a syringe. 
One roentgenogram must be made before the biliary 
canals are so filled with the contrast medium that 
calculi that may be present cannot be detected. Cho- 
langiography is indicated in all patients during ex- 
ploration of the biliary ducts unless the patient is a 
poor surgical risk. In such a case the only safe pro- 
cedure is drainage of the biliary tree, without prolong- 
ing the operation. Cholangiography is essentially a 
sate procedure. The normal pressure in the biliary tree 
is 6 to 14 cm. H.O. Values above 14 cm. indicate 
biliary hypertension. The pressure within the common 
duct is not constant. It fluctuates slightly in normal 
persons and more intensely in persons in whom there 
are alterations of the terminal portion of the common’ 
duct. In the latter cases the variation may be great; 
thus the pressure should be determined two or three 
times in a period of five minutes. 

Isotonic sodium chloride solution should be used to 
determine the biliary pressure. The techniques that 
determine the pressure employing the contrast me- 
dium should not be used, as they may cause transient 
hypertension in the biliary tree. Manometers of the 
Roux and Le Canuet, Cezario Horta, venous pressure, 
and Mallet Guy types were used. The first three give 
equivalent results and can be used interchangeably. 
That of Mallet Guy should not be used for this work. 
The best manometer is that of Horta, as it also de- 
termines the flow debit. The debit is the amount of 
Huid passing through the terminal portion of the com- 
mon duct in one minute. Normal values are those of 
15.5 or more milliliters per minute. Values below 15.5 
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ml. generally indicate an organic lesion of the common 
duct. In cases of such a lesion, with normal pressures 
the debit is generally less than 15.5 ml. per minute. 
Morphine in doses of 10 mg. and meperidine hydro- 
chloride in doses of 50 mg. cause hypertension in the 
biliary tree. In cases of hypertension caused by in- 
jections of these drugs, the debit is normal. A com- 
parison of the values obtained by the manometer and 
duodenal intubation shows that they generally do not 
coincide. The debit determined by the manometer, 
however, gives a better index of the organic lesions 
of the common duct. Cilatrast, a contrast medium, 
injected in the biliary ducts may in some cases cause 
hypertension in the common bile duct. This hyper- 
tension is not related to the volumes of fluid injected. 
In some patients such antihistaminic drugs as pro- 
methazine hydrochloride may reverse the effect of 
Cilatrast. Atropine and scopolamine given intraven- 
ously do not relax Oddi's sphincter and do not change 
the pressure in the biliary ducts. Amyl nitrite relaxes 
Oddi’s sphincter. Its action is quick but short. Thio- 
pental sodium, curare, and promethazine do not 
change the pressure within the biliary tree and may be 
used in the anesthetization of patients with patho- 
logical conditions of the biliary tree on whom one 
wishes to perform manometry and cholangiography. 


ITALY 


Congress on Nuclear Medicine.—The first) congress 
on the application of nuclear fission to medicine andl 
civil defense against atomic explosions was held in 
Rome in March. Professor Di Guglielmo said that 
statistical studies made on persons affected by the 
atomic explosions in Hiroshima and Nagasaki showed 
that the explosions caused morbid manifestations that 
remained latent tor four to six years. There is no 
doubt that there is a causal relation between atomic 
irradiation and the appearance of leukemia and that 
the frequency of the disease diminishes gradually in 
relation to the distance at which the patient was from 
the center of the explosion. All forms of acute and 
chronic leukemia have been observed in these victims. 
Chronic granulocytic leukemia was the most frequent 
and chronic lymphocytic was the least frequent form. 
Acute and subacute forms with a rapid downhill 
course predominated. Attempting to interpret the 
cause of delayed leukemias caused by ionizing ra- 
diations, the speaker said that recent studies have 
shown that such radiations affect mainly the water 
of the organism, which by absorbing the radiating 
energy undergoes ionization. The ionized water is 
very unstable, and, therefore, active radicles are 
freed. These intertere with the many enzymatic func- 
tions and cause either a reversible block or the 
destruction of particular enzymes. Thus the biochemi- 
cal lesion, which characterizes the leukemogenic cells, 
takes place, It is not easy to explain why the leu- 
kemogenic effect occurs so late. The speaker advanced 
the hypothesis that, as in cases of internal irradiation, 
radioactive isotopes are formed in the bones and in 
the hemopoietic tissues and that these isotopes con- 
stitute the origin of beta radiations. 
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UNITED KINGDOM 


Survival at Sea.—Professor McCance and co-workers 
have collated information of medical importance ob- 
tained from survivors at sea in World War IT in “The 
Hazards to Men in Ships Lost at Sea 1940-1944" (Spe- 
cial Report Series, Medical Research Council, No. 291, 
London, Her Majesty's Stationery Office, 1956). The 
report covers 27,000 survivors of 448 sinkings. Al- 
though 70% of the ships sank within 15 minutes after 
being hit, nearly halt of them were able to launch lite- 
boats or rafts. More than 25% of the persons exposed 
to risk perished, and 8% of those who reached life- 
boats subsequently died. The general survival rate 
was thus about 67%. Many of the survivors suffered 
from immersion foot, which sometimes necessitated 
umputation when the sea temperature had been be- 
low 20 C. Another hazard, which has not been appre- 
ciated, was the swallowing of fuel oil. The effect of 
cold was not so bad as was predicted at the time; 78% 
of the survivors picked up after one hour in water 
at —1 C survived. At temperatures of 10 C, 17% of the 
survivors died within 24 hours after rescue. None died 
after being picked up from warmer water. Protective 
clothing used in cold climates helped, even when the 
wearer was immersed. All but about 6% who reached 
lifeboats were eventually rescued, and the chances of 
being rescued within 10 days were good. 

Sea temperature was an important factor in’ sur- 
vival. Below 10 C the mortality of the men on life- 
boats was 20%, while in warmer water it was 6 to 7%. 
Death from exposure occurred with sea temperatures 
up to 20 C. The death rate of those adrift up to 2 days 
was only 2%, but it reached 25% if the exposure period 
was 15 days. Many long voyages were recorded. In a 
49-day vovage in mid-Atlantic, there was only. one 
death in 23 men. Death was usually due to lack of 
food and water, as the food carried rarely provided 
more than 300 to 400 calories daily. Dried meat was 
generally disliked by the castaways, who preyerred 
sweet foods and carbohydrates. The death rate was 
particularly high when no fresh water was available. 
On voyages of more than 32 days with only 4 oz. of 
water per person per day, mortality was 90%. This 
was reduced to about L0% when there was 8 oz. of 
water per person a day and to 2% when there was over 
S oz. per person daily. These survival rates were higher 
than those predicted from laboratory tests. Rain water 
undoubtedly made a difference in some cases. The 
mortality of those who drank sea water was nearly 
40%. as against 4% of those who drank only fresh 
water. Contrary to expectation on physiological 
grounds, mortality was less among the salt-water 
drinkers at higher temperatures. 


Accused of Cheap Propaganda.—The British Medical 
Journal (2:929, 1956) in an editorial accused Miss 
Hornsby-Smith, parliamentary secretary to the Min- 
istry of Health, of cheap propaganda when she said 
that, although there had been 2,538 cases of polio- 
myelitis since the beginning of the year, only 10 of 
the 200,000 vaccinated children contracted the dis- 
ease. According to the British Medical Journal this 
was a distortion of facts for party propaganda pur- 
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poses. The tendency is for politicians to take the 
credit for any sort of improvement. Miss Hornsby- 
Smith’s comparison was grossly misleading because 
the 2.538 cases of poliomyelitis from the beginning 
of the vear included adults as well as children. As 
the vaccination campaign did not start until May and 
was not completed until June, a valid comparison 
could only be made of cases occurring since June 
and only in children of the age group for whom vac- 
cination was available. On this basis the incidence of 
poliomyelitis was 0.18 per 1,000 in the unvaccinated 
and 0.05 per 1,000 in the vaccinated. Although the 
latter figure is nearly a quarter of the former, it is 
based on so small an experience, owing to the limited 
outbreak, that the difference in the two is not signifi- 
cant. Analysis of the figures shows that the incidence 
of paralytic cases among the vaccinated children who 
had poliomyelitis was 40% as compared with 44% 
among the unvaccinated children. Miss Hornsby- 
Smith also said that none of the 10 cases occurring 
in vaccinated children was tatal. As the death rate 
in uninoculated adults is higher than that in un- 
inoculated children, it is not possible to get an exact 
comparison. The editorial concludes by saying that 
it is high time that medicine was taken out of politics. 


New Charges for Prescriptions.—There was great 
opposition in the House of Commons on Oct. 25 when 
the Chancellor of the Exchequer announced that 
there was a proposal to alter the method of charging 
for National Health Service prescriptions. Formerly 
the patient paid 14 cents for a prescription form, 
which might call for several separate items. Under 
the new rule the charge will be 14 cents per item. 
Even so, since the cost of each item averages 70 
cents, the patient is still receiving 56 cents worth 
for which he is not paving directly. It is expected 
that this new order will save 14 million dollars an- 
nually. Dr. Edith Summerskill, a Socialist member 
of Parliament, objected on the ground that the in- 
creased charges would fall largely on older persons, 
who visit a physician oftener than do younger people. 
This argument was countered by the Chancellor of 
the Exchequer, who said provision would be made 
tor those unable to pay. The British Medical Associa- 
tion objected to the increased charge because it dis- 
criminates between different classes of patients. 
Patients with diabetes require insulin, syringes, 
needles, and surgical alcohol at intervals throughout 
their lives, and patients dying of ulcerating carcinoma 
require large amounts of dressings and_ sedatives. 
Lancet also takes the view that the sick person is 
being penalized. The average woman will pay more 
than the average man, the elderly more than the 
voung, the family man more than the bachelor. 


British Physicians Visit Russia.—At the invitation of 
the Russian Ministry of Health and the Academy of 
Medical Sciences, a party of seven physicians, repre- 
senting the British Medical Association, visited Rus- 
sia. Dr. J. Hamilton (Edinburgh) has described some 
of the things he saw during the visit. Work on experi- 
mental atherosclerosis, which has been going on since 
1912, was demonstrated by Professor Anitchkov. Ath- 
erosclerosis and hypertension are also being studied 
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in the Moscow Institute of Therapy, where the effects 
of ascorbic acid, sedatives, calciferol, and cerebral 
stimulants are being examined. The experimental pro- 
duction of hypertension in dogs and monkeys by the 
induction of Pavlovian neuroses is under investigation. 
The view is being developed that human hypertension 
in the initial stages is a neurosis in the Pavlovian sense. 
At the Pavlov Institute of Physiology work is continu- 
ing on Pavlov’s physiological concepts. Professor Sar- 
kisov at the Brain Institute is working on cerebral 
function and localization in dogs, using electrodes 
implanted at different levels in the brain. 

Several hospitals were visited in Moscow, Lenin- 
grad, and Kiev. They were mostly 50 to 150 years old 
and more crowded than British hospitals. Hospital 
staffing was generous, except for nurses, who in one 
Moscow teaching hospital had the care of 15 to 20 
patients each. The impression was gained that many 
of the duties carried out by nurses in Britain and the 
United States are done by physicians in Russia. Phy- 
sicians, nurses, and orderlies could not be distinguished, 
as they wore no distinctive uniform. There was a strik- 
ing absence of older people with degenerative vascular 
disease in the hospitals; they are cared for at home by 
means of a home nursing service. General medical and 
surgical methods of treatment appeared to be much 
the same as in the West, although some of the new 
drugs are unknown there, for example, the oral hypo- 
tensive agents. Thyrotoxicosis is treated by thyroid- 
ectomy, and the invariable treatment for bleeding or 
perforated ulcers is gastrectomy. Cadaver blood for 
transfusion is used at the Sklifosovski Hospital, Mos- 
cow. It is withdrawn six hours after death and stored 
for a month. Operations are still done mainly under 
local and spinal analgesia. Modern anesthetic ma- 
chines are only used occasionally. Preoperative medica- 
tion does not appear to include sedation, so that 
patients operated on under local anesthesia are often 
apprehensive. Esophageal stricture is relatively com- 
mon because of the accidental swallowing of caustic 
soda and strong acetic acid. Poisoning and suicide by 
barbiturates are rare because of the infrequent pre- 
scribing of them by Russian physicians. 

The medical schools have been separate from the 
hospitals since 1930 and are under the direct and fi- 
nancial control of the Ministry of Health. Postgrad- 
uate training is partly controlled by the ministry and 
partly conducted in the institutes of medical research 
of the Academy of Medical Sciences. All physicians 
must attend a refresher postgraduate course of three 
to six months duration three years after qualification. 
They are encouraged to specialize at this time. If 
they do not, they must attend further refresher courses 
at the end of three, five, and seven years. The pattern 
of postgraduate education is planned by the Central 
Postgraduate Institute at Mloscow. In Moscow the in- 
take of medical students is 1,000 annually, but the 
tailure rate is 10% at the end of the first year. All 
examinations are oral. About 65% of the 300,000 
qualified medical practitioners are women, and the 
proportion for medical students is even higher. In 
the southern part of Russia many sanatoriums for 
workers were visited. These are fully equipped medi- 
cally, with laboratories for clinical investigations and 
facilities for physiotherapy. 
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CORRESPONDENCE 


PALATINE PETECHIAE 


To the Editor:—In the Correspondence section of THE 
JournaL, Nov. 17, 1956, page 1178, is a second com- 
munication discussing claims of priority to the de- 
scription of palatine petechiae in infectious mononu- 
cleosis. In this letter, as well as in some of the other 
publications it cites, the impression is given that this 
finding can be regarded as a sign diagnostic of infec- 
tious mononucleosis. Shortly after Hoagland implied 
this point (Am. J. Med. 13:158, 1952) I saw two young 
men who complained of a sore throat accompanied by 
malaise and mild fever of several days duration. Both 
had had tonsillectomy previously. In each instance 
there was moderate injection of the pharyngeal mucosa 
and a cluster of petechiae on the soft palate. The 
anterior cervical lymph nodes were enlarged and some- 
what tender, but generalized adenopathy and spleno- 
megaly were not present. In both cases there was 
slight elevation of the white blood cell count, with 
an increased percentage of polymorphonuclears. No 
abnormal ivmphocytes were seen. The blood hetero- 
phil agglutinations were negative. One patient had 
taken several doses of aspirin and had also used a 
warm aspirin solution as a gargle. The other had used 
a proprietary “cold tablet.” Neither gave any history 
or signs of drug allergy. Both patients were treated 
symptomatically. No antibiotics were given. When 
the patient was seen about a week later all of the 
signs and symptoms had disappeared. The blood cell 
counts were entirely normal and the heterophil agglu- 
tinations again negative. The latter was rechecked 
several weeks later in each case and was again nega- 
tive. During the past few years I have seen a small 
number of patients who presented palatine petechiae 
in association with what appeared to be an ordinary 
acute pharyngitis. Although I have seen a number of 
cases of infectious mononucleosis, none presented this 
sign. | believe, therefore, that palatine petechiae are 
merely an occasional accompaniment of pharyngeal 
inflammation and would like to correct the impression 
that this finding can be relied upon tor the diagnosis 
of infectious mononucleosis. 


Leon J. WarsHaw, M.D. 
12. W. 72nd St. 
New York 23. 


LABIAL ADHESIONS IN CHILDREN 


To the Editor:—It is impossible to let Dr. O. William 
Anderson’s article, “Treatment of Labial Adhesions in 
Children” (J. A. M. A. 162:951 [Nov. 3] 1956) go un- 
answered. If the labia in young girls do adhere there 
is some cause for it. Usually a mild nonspecific infec- 
tion or possibly a reaction to the soap or detergent 


used to wash the child’s diapers or pants may be the 
cause. In nearly every patient that | have seen, exam- 
ination of the vaginal smear will show a definite 
excess of pus cells. Why let such a condition go un- 
treated when treatment is so simple? All that is nec- 
essary is the application of an ointment containing 
some estrogenic substance to the vulvar area to 
promote maturation of the mucosa. | happen to use 
Premarin vaginal cream, as it is nonirritating and has 
always given satisfactory results. But there must be 
other preparations that could be used. The local ap- 
plication need be done only through such a short 
period of time that the possibility of any systemic 
activity being initiated is absolutely nil. Petrolatum 
alone is not enough. It does not prevent the difficulty 
from recurring. 

Dr. Andersons statement, “Too frequent attention to 
the child’s genitalia is not advantageous, from a psy- 
chological point of view, if for no other reason,” harks 
back to the day when “sex” was something that could 
not and should not be dealt with. Certainly medical 
men should have no more hesitancy in treating vulvar 
disorders in female children than dentists do in treat- 
ing their teeth. If such treatment is given and followed 
just as objectively, it will have no adverse effect upon 
the child’s emotional make-up. Dr. Anderson states, 
“with maturity, the adhesions dissolve and disappear 
spontaneously. ... The fact is that adhesions in normal 
voung and middle-aged adult women have not been 
reported.” (Of course, such adhesions could not be 
“normal,” so his statement can be claimed to be true. ) 
He cites their reappearance in old age and wonders 
“if they had not been acquired in later life in a manner 
similar to that in which the infant or small child 
acquires her adhesions.” That in both infancy and old 
age the vulvovaginal mucosa is thin and _ relatively 
fragile is, of course, true. Adhesions may be more 
common then. But they do persist into adulthood from 
childhood. That such adhesions are uncommon in 
middle life is not true. They are not recognized and 
dealt with. | have operated in three serious cases where 
the upper portions of the labia minora have been 
completely adherent, to the point that surgical excision 
was necessary to expose the clitoris at all. All three of 
these women were in middle life—aged 40 to 55—and 
all three stated, after the operation, that it was the 
first time they had been comfortable since they could 
remember. This despite the fact that all were multi- 
paras. Gynecologists, especially, but also general 
practitioners everywhere should be alert to this condi- 
tion as a real difficulty in patients of any age and 
treat it, since treatment is so simple. 

LeMon Crark, M.D. 
241 W. Spring St. 
Fayetteville, Ark. 
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Further Observations on Takayashu’s Syndrome. E. 
Ask-Upmark and C.-M. Fajers. Acta med. scandinav. 
155:275-291 (No. 4) 1956 (In English) [Stockholm, 
Sweden]. 


The authors report the autopsy findings in a previ- 
ously described case of Takayashu’s syndrome ( “pulse- 
less disease”) in a 40-vear-old Swedish woman who 
died of uremia. Takavashu’s syndrome is a chronic, 
progressive, and, as a rule, obliterative brachioce- 
phalic arteritis that deprives the upper half of the 
body of its blood supply. The patient had symptoms 
pertaining to the brachiocephalic arteritis, such as 
effort-induced pain in the arms, reduced visual acuity, 
and attacks of syncope when standing up from recum- 
bent position, particularly during menstruation. She 
also had symptoms of cardiac decompensation, such 
as tachycardia and cardiac pain of anginal type, dysp- 
nea, edema of the legs, and reduced excretion of 
urine. It was the condition of the heart that started 
the patient’s downhill course, but the ultimate cause 
of death was the condition of the kidneys, the renal 
arteries, and the abdominal aorta. The glomeruli of 
the right kidney were substituted by connective tissue, 
and the left kidney showed recent infarctions; the 
renal arteries were blocked at their origin from the 
abdominal aorta by thrombic from the wall of the 
sclerotic abdominal aorta. The brachiocephalic trunk 
was filled with organized, laminated, partly fresh 
thrombotic tissue extending into the right subclavian 
artery. The right axillary artery was partly obliterated. 
The left common carotid artery was completely ob- 
literated by a fibrous thrombosis, extending from the 
aortic arch and in the cranial direction. The left sub- 
clavian artery was completely obliterated. The wall of 
the descending thoracic aorta was thick, but the arte- 
riosclerosis was less pronounced. Severe atherosclero- 
tic alterations with numerous secondary thrombi were 
present in the abdominal aorta. The vascular pathology 
was characterized by the presence of an arteritis in- 
volving all layers of the affected arteries and by the 
secondary development of a severe arteriosclerosis, 
particularly in the abdominal aorta, whereas the renal 
arteries and the circle of Willis were spared. 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As- 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re- 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma- 
nent possession only from them. 


Takayashu’s syndrome may induce the aortic-arch 
syndrome, a vascular condition in which the big ar- 
teries arising from the convexity of the aortic arch are 
obliterated. The aortic syndrome may be also induced 
by syphilitic aortitis or by other abnormal conditions 
such as severe arteriosclerosis, but Takayashu’s syn- 
drome has nothing to do with syphilis. The anatomic 
nature of the lesion in the patients with Takayashu’s 
syndrome is compatible with a primary arteritis, but 
there is some evidence pointing to a rheumatic or 
rheumatoid origin. The condition seems to be at least 
histologically related to the cranial arteritis of Horton, 
from which it differs by its predilection for young 
women. It seems reasonable to consider the pulseless 
disease as the result of a hyperergic reaction of struc- 
tures exposed to hydrodynamic stress. Arteriography 
may be of aid in outlining the localization and the 
extension of the vascular obstructions. Surgical re- 
storation of the blood supply to the brain should be 
effected. Obliterated segments of the carotid artery 
should be substituted by transplantation of artery 
grafts according to DeBakey’s method. Cortisone and 
its substitutes should be used in patients whose lesions 
are inaccessible to surgery. The general trend of the 
disease is toward restitution, provided that no vital 
arteries have been blocked. 


Varicella Pneumonia in Adults. R. H. Fitz and G. 
Meiklejohn. Am. J. M. Sc. 232:489-499 (Nov.) 1956 
{ Philadelphia]. 


The authors report 12 cases of pneumonia occurring 
as a visceral manifestation of chickenpox in adult pa- 
tients in Denver between June, 1951, and January, 
1956. The basic clinical pattern was that of varicella 
with signs of pneumonic involvement, including dysp- 
nea, varying degrees of cyanosis, and cough, fre- 
quently productive of bloody sputum, occurring from 
the 2nd to the 6th day after the onset of the eruption. 
Diminution in pulmonary signs and symptoms gener- 
ally coincided with subsidence of the rash. The disease 
was fulminant and fatal in 3 patients. It was severe 
but did not terminate fatally in 5. Three patients were 
less critically ill, with both clinical and roentgeno- 
graphic manifestations of pneumonia less extensive 
than in the 2 previous groups. One patient had moder- 
ately severe cutaneous chickenpox with no clinical 
evidence of significant pneumonic involvement, but 
the chest roentgenogram was consistent with the diag- 
nosis of pneumonia. The disease in these 12 adults 
was usually contracted through exposure to children 
with varicella, most often the patient's own. With the 
exception of one 61-year-old patient, the patients’ ages 
ranged from 25 to 42 years. Treatment was supportive 
only. Antibiotics were used in most patients, but there 
was no evidence that the illness was modified other- 
wise than by protection against secondary bacterial 
infections. 
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That 12 cases occurred in one city in a 5-year period, 
6 of them within 6 months, suggests that this compli- 
cation is at times much more common than the sur- 
prisingly small number of 15 cases collected from the 
literature indicates. It is probable that pneumonia 
would have been recognized more often if chest roent- 
genograms had been taken routinely in all patients 
with varicella. A diffuse nodular infiltration persisted 
in the chest roentgenogram for 3 weeks or more be- 
yond the acute illness in 4 of the 8 surviving patients 
of the authors’ group. A similar delay in clearing of 
the chest film was noted in several of the cases col- 
lected from the literature. The diagnosis of varicella 
in the patients was based entirely on clinical and 
epidemiological evidence. No attempts were made to 
isolate varicella virus or to demonstrate increases in 
antibody to varicella virus. Type A inclusion bodies 
were demonstrated in the tissues of each of the 3 pa- 
tients who died and on whom autopsies were per- 
formed. These may be regarded as inclusions specific 
for the varicella—herpes zoster virus. 


Effects of Cortisone on Metabolic Responses in Myo- 
cardial Infarction. G. G. Bergy, R. W. Burroughs and 
R. A. Bruce. Am. J. M. Se, 232:513-517 (Nov.) 1956 
Philadelphia J. 


Cortisone was given to 5 patients between the ages 
of 52 and 70 vears with typical clinical evidence of 
myocardial infarction who were transferred to the 
metabolic ward of King County Hospital in Seattle. 
Three were in heart failure, and 2 had had anginal 
pain and previous myocardial infarction. Electro- 
cardiograms showed anterior wall infarction in 4 pa- 
tients and posteroseptal infarction in 1. Cortisone 
therapy was started within 48 hours after the onset 
of the infarction, and 75 mg. of the hormone was ad- 
ministered orally every 6 hours. This dose was gradu- 
ally reduced by 25 mg. daily after the 12th day. 
Supportive therapy included nasally given oxygen, 
morphine, and digitalis for heart failure. 

Moderate sodium and water retention occurred in 
2 severely ill patients who died, but it did not occur 
in the 3 patients who survived. No other undesirable 
side-effects of cortisone were noted. Blood pressure 
responses and the morbidity and mortality rates were 
not favorably influenced by cortisone therapy. The 
evolution of electrocardiographic changes was not 
accelerated. Other evidences of tissue injury or necro- 
sis such as leukocytosis and increase of sedimentation 
rate persisted as long as usual. 


Myocardial Infarction in Young Men. L. V. McVay Jr. 
Postgrad. Med 20:506-513 (Nov.) 1956 [Minneapolis]. 


Coronary atherosclerosis is a disease and not a result 
of aging. No effective prophylaxis can be anticipated, 
since its pathogenesis is not understood. Forty-seven 
patients, from 21 to 65 years of age, with myocardial 
infarction were observed within a 42-year perjod 
(Jan. 1, 1951, to July 1, 1955) in the Maxwell Air 
Force Base Hospital. Myocardial infarction occurred 
in only 1 Negro patient. The incidence of the disease 
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was lowest in the winter. Most cases of myocardial 
infarction occurred in August, May, and October. 
Sedentary employment or light or moderate labor 
were the occupations of 31 of the 47 patients. Fre- 
quently, infarction occurred during the active hours 
of the day (7 a. m. to 7 p. m.). This suggests that 
effort and activity may be of importance in the de- 
velopment of coronary occlusion. In 53% of the 47 
patients there was a définite familial history, in 30% 
this was not so, and in 17% no history was obtained. 
No difference was noted between the 2 age groups. 
Obesity appears to be definitely related to myocardial 
infarction. This was observed especially in the younger 
age group. The excessive use of tobacco appears to be 
of importance in the pathogenesis of coronary artery 
disease. The observations of excessive use of alcoholic 
beverages are not definitive. 

The clinical picture in the 21 patients under 4] 
years was compared with that of the 26 older patients. 
In each group 6 patients had the same premonitory 
symptoms. Myocardial infarction tends to be milder 
in younger individuals than in persons over the age of 
41. The diagnosis of myocardial infarction may often 
be overlooked, since this condition is uncommon be- 
fore the 40th year. An annual electrocardiogram is 
required for all Air Force personnel reaching the age 
of 40. Evidence of myocardial infarction was observed 
repeatedly on the initial tracing; yet no significant 
signs of cardiovascular disease could be elicited. No 
patient of the older age group had a temperature over 
102.4 F (39 C) as compared with 102.2 F (39.1 C) in 
the younger group. The highest level was reached at 
from 36 to 72 hours after the onset of illness in both 
age groups. Fifteen patients, 6 in the younger and 9 
in the older age group, were afebrile throughout their 
hospitalization. 

Sedimentation rates were obtained in all cases, but 
this laboratory procedure appeared to be of limited 
value in both age groups. The leukocyte counts did 
not increase as much in the younger patients, and they 
tended to return to normal at an earlier period. Serial 
electrocardiograms showing the characteristic changes 
of myocardial infarction are important in establishing 
the diagnosis. Eight patients (17%) died; 5 were in 
the older group (19%) and 3 in the younger group 
(14%). 


Treatment of Diabetes with Sulfonamide Derivative 
(BZ-55): Preliminary Experience. $. Aarseth. Tidsskr. 
norske legefor. 76:641-646 (Sept. 15) 1956 (In Nor- 
wegian) [Oslo, Norway ]. 


Carbutamide (BZ-55) administered orally may be 
expected to have a definite therapeutic effect in elderly 
diabetics of type 2, especially the obese, if they have 
not already used insulin for several years. Carbuta- 
mide is ineffective in most cases of juvenile diabetes 
and in corresponding labile diabetes in older patients. 
It is without effect and directly contraindicated in 
diabetic acidosis and coma and has no place in the 
treatment of other diabetic complications, and it is 
contraindicated in hypersensitivity reactions in the 
skin and in renal insufficiency. The drug does not 
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replace insulin, nor does it eliminate the need for die- 
tary measures. From January to May, 1956, 16 patients 
were treated with carbutamide. In all cases a suff- 
ciently long stabilization period was observed before 
the start of the treatment. The dosage was 2.5 gm. 
the first day and 1.5 gm. the second day, and then 1] 
gm. daily. In 9 cases, mostly of type 2, a convincing 
effect was obtained, in 2 cases there was some re- 
sponse, and in 5 cases there was no effect in the course 
of an 8 or 9 day period. In a girl aged 1312 with newly 
discovered diabetes, complete normalization of the 
blood sugar level resulted. Peroral treatment of dia- 
betes with carbutamide is still to be regarded as strict- 
lv experimental and not suited for general use. 


Diseases of the Liver Treated with Intravenous In- 
jections of Total Liver Extracts. A. Gambigliani-Zoc- 
coli, C. Franzini and A. Perone. Minerva med. 47:782- 
796 (Sept. 26) (In Italian) [Turin, Italv]. 


Intravenous injections of total liver extracts were 
given to 30 patients with one of the following types 
of liver diseases: acute hepatitis with jaundice, chronic 
hepatitis with jaundice, hepatitis without jaundice or 
ascites, hepatic cirrhosis, biliary cirrhosis, and mild 
forms of liver disease. The patients were kept in bed 
and were put on a diet rich in proteins, carbohydrates, 
and vitamins. They received an injection of 1 ce. of 
total liver extract the first day. The dose was increased 
by 1 cc. per day up to a total of 5 cc. per day; after- 
wards 3 injections of 5 cc. each per week were given. 
One patient received 3 injections of 10 cc. per week. 
Treatment was continued for from 15 to 20 days up to 
1 year. Side-effects were noticed in only | patient, in 
whom the treatment was suspended because of epigas- 
tric pain that occurred after each injection. The treat- 
ment had no marked effect in patients with icterogenic 
acute hepatitis. A marked effect was noted in forms 
tending to become chronic and in initial forms of 
hepatic cirrhosis. The results were poor in severe and 
ascitic forms of liver disease. 


Pathogenesis and Treatment of Macrocytic Anemia: 
Information Obtained with Radioactive Vitamin B,.. 
P. A. McIntyre, M. V. Sachs, J. R. Krevans and C. L. 
Conley, A. M. A. Arch. Int. Med. 98:541-549 (Nov. ) 
1956 [Chicago]. 


Clinically vitamin B,, deficiency states are almost 
always the result of impaired absorption of the vita- 
min from the gastrointestinal tract. Severely impaired 
uptake of the vitamin is regularly observed in patients 
with pernicious anemia. The use of vitamin B,. labeled 
with radioactive cobalt has made possible direct 
measurement of the capacity of the intestine to absorb 
the vitamin. In the authors first experiments with radio- 
active vitamin B,. given orally to normal persons and 
to patients with pernicious anemia, 80% of the radio- 
activity was recovered in the feces, indicating, sur- 
prisingly, that very little was absorbed even by normal 
persons. Later studies, however, showed the important 
relationship between the size of the oral dose of vita- 
min B,. and the fraction that is absorbed. 

A modified Schilling’s test, by which one measures 
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the amount of radioactive vitamin B,. absorbed and 
excreted in the urine rather than that recovered in the 
feces, was performed with the use of 0.5 meg. of radio- 
active vitamin B,. given orally to 15 normal persons 
and to 22 patients with typical pernicious anemia in 
remission as a result of therapy. The radioactivity re- 
covered in the urine of the normal adults ranged 
between 13.9% and 36% of that administered. The 
patients with pernicious anemia excreted between 
0.2% and 4.1% of the radioactivity of the 0.5 meg. dose 
given orally. The Schilling test has proved to be an 
important and reliable diagnostic test by which perni- 
cious anemia can be detected even in patients who are 
in remission as a result of preceding therapy. The size 
of the dose of the orally administered labeled vitamin 
B,, should be rigidly standardized in micrograms 
rather than in microcuries. A dose of 0.5 meg. is pre- 
ferred. No vitamin B,. from an extraneous source 
should be ingested around the time of the test pro- 
cedure, The test may be invalid in the presence of 
renal insufficiency. 

A group of 23 healthy siblings and children of pa- 
tients with pernicious anemia were examined by the 
radioactive tracer technique. In 7 of these healthy 
family members the results of the urinary excretion 
test were below the lower level of the normal control 
group. Subnormal absorption may be found not un- 
frequently in family members of patients with perni- 
cious anemia. 

Detective absorption occurring as a result of defi- 
ciency of intrinsic factor in patients with pernicious 
anemia can be corrected by administration of a source 
of intrinsic factor together with vitamin B,.. Schilling’s 
tests performed on patients with disorders unrelated 
to pernicious anemia showed that absorption defects 
are not overcome by intrinsic factor concentrate when 
they result from functional or anatomic derangements 
of the small intestine, as in sprue, enteritis, pancreatic 
insufficiency, and intestinal resection. When deficient 
absorption is the result of utilization of the vitamin by 
parasitic organisms in the intestinal tract, destruction 
of the organisms corrects the defect. The restricted 
absorption of vitamin B,, from the alimentary canal, 
even in normal persons, makes it obvious that intensive 
therapy with the vitamin can be effectively accom- 
plished only by parenteral administration. 


Use of Delta-Cortisone in the Treatment of the Lipoid 
Nephroses, with Special Reference to Prolonged Ad- 
ministration of Hormones. P. Vallery-Radot, C. La- 
roche, P. Milliez and G. Lagrue. Semaine Hop. Paris 
32:3017-3025 (Oct. 10) 1956 (In French) [ Paris, 
France]. 


Nine adults and 9 children with lipoid nephrosis 
were treated with delta-cortisone, a steroid that exerts 
a strong anti-inflammatory effect and evokes a diuresis 
without greatly affecting either the blood pressure or 
the excretion of sodium. In the 15 patients who re- 
ceived the delta-cortisone as the initial treatment, it 
caused a copious diuresis, amounting to 2.5 or 3 liters 
per day, generally between the 4th and 8th days. 
A minimum of 20 gm. of delta-cortisone per day was 
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required to produce this effect. There was a corre- 
sponding loss of weight and relief of edema. The 24- 
hour excretion of albumen was reduced below 2 gm. 
in 9 patients; in 3, albuminuria ceased entirely. The 
use of delta-cortisone had to be discontinued in 3 
patients because of disquieting rises in blood pressure; 
similar irregularities in the behavior of the blood non- 
protein nitrogen level made it necessary to stop the 
treatment in 3 other patients. The delta-cortisone was 
also tried in the maintenance treatment of 13 patients, 
to prevent relapses in those who had already received 
initial treatment with delta-cortisone, hydrocortisone, 
or corticotropin. No effect on the prognosis of the dis- 
ease was demonstrated, and the percentage of com- 
plete recoveries was roughly that obtained by estab- 
lished modes of treatment. 


Marfa.i’s Syndrome (Arachnodactyly) in Half Brothers: 
A Case Report. E. Weiss, C. W. Thacker and W. E. 
Parmley Jr. J. Indiana M. A. 49:1411-1415 ( Nov.) 
1956 [Indianapolis]. 


The authors describe a case of Marfan’s syndrome 
(arachnodactyly ) in a 36-year-old white man who had 
2 normal sisters. After the death of the patient’s father 
his mother remarried and gave birth to a son who also 
had arachnodactyly. The patient was tall and thin, 
with unusually long hands and a pigeon chest. He was 
admitted to the hospital twice in 6 months because of 
dyspnea, orthopnea, and tachypnea. The first time he 
was hospitalized for 2 months, during which he had 
bouts of arrhythmia that were short in duration. 
Changing murmurs were heard, such as a marked 
harsh systolic murmur at the apex, an aortic thrill, and 
a diastolic murmur. A chest roentgenogram was inter- 
preted as resembling a tricuspid stenosis. Electro- 
cardiograms taken on 3 occasions showed progressive 
left ventricular hypertrophy and strain with more de- 
pressions of ST intervals and T-wave inversions, and 
then prolongation of the PR interval to first-degree 
block. The therapy was symptomatic. On discharge he 
was out of failure, his murmurs were less evident, and 
his lungs were clear. He was advised to use digitoxin 
and 25 mg. of cortisone daily and to return to light 
work. His symptoms, however, progressed, forcing him 
to leave his job, and he was hospitalized again, § 
months after the onset of his first complaints. Chest 
roentgenograms showed greater widening of the heart 
shadow than that apparent in the original roentgeno- 
gram. Electrocardiograms showed left ventricular 
hypertrophy with quadrigeminal pulse and digitalis 
effect. Digitalis was withdrawn, but the patient be- 
came progressively worse despite the administration 
of oxygen and the usual heart failure therapy, and on 
the 5th hospital day he died. Autopsy revealed a di- 
lated aortic ring and dilated sinuses of Valsalva. A 
saccular aneurysm measuring 13 cm. in greatest cir- 
cumference distorted the ascending arch of the aorta. 
Microscopic studies revealed widespread disruption 
of elastic tissue in the media of the aortic wall with 
cyst formation and the presence of a homogeneous 
basophilic ground substance present in the cysts and 
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about the disrupted elastic fibers, consistent with the 
diagnostic features of Erdheim’s “medionecrosis aortae 
idiopathica cystica.” 

The patient's 23-year-old half-brother also had long, 
slim features and a funnel chest, but examination re- 
vealed a perfectly normal heart with regard to rate, 
rhythm, tones, and absence of murmurs. A_ chest 
roentgenogram revealed a long, vertical heart, and the 
electrocardiographic recordings were in keeping with 
this vertical heart. 


A Role of Nervous Factors in Somatic Pain. B. Robin- 
son. M. J. Australia 2:437-441 (Sept. 22) 1956 [Syvdney, 
Australia }. 


This study was begun when several patients who 
complained of chronic abdominal pain were examined. 
In each, several surgical operations had been  per- 
formed without relief, and the patients were eventu- 
ally regarded as being “chronic hypochondriacs.” The 
140 patients reviewed were all adults; 25 were men 
and 115 were women. They complained of chronic 
pain of the type usually regarded as being due to such 
organic conditions as fibrositis or spondylitis or to the 
effect of trauma. In all, tender focal areas were found 
over the attachments of the antigravity muscles. These 
were most common in the paravertebral tissues. They 
were frequently associated with local pain, but they 
also gave rise to radiculitis with referred pain, hy- 
perestesia, and soft-tissue swelling, so that cranial, 
intrathoracic, and abdominal disease was often simu- 
lated. Associated nervous symptoms were recorded. 
The commonest of these were tension, tiredness, irri- 
tability, and depression—that is, symptoms of an 
anxiety state. The cause of this was frequently found 
to be a chronic emotional conflict. The tenderness and 
local pain were considered to be the result of tension 
of skeletal muscle, itself the result of the emotional 
disturbance, and the radiculitis was considered to be 
the result of a secondary perivertebral disturbance. 
The allusions to tight bands, weights, numbness, and 
tension or to indescribable sensations appear to be the 
anxious patient's interpretation of this state. Psycho- 
logically, the patients appeared tensed for an action 
that was rarely formulated and never consummated. 
When the dilemma was met aggressively, the symp- 
toms were largely referred to the upper parts of the 
body; when it was met passively, to the lower. Other 
factors influencing the localization of symptoms were 
previous illness or injury, posture, occupation, and 
svmbolical significance. 

Before treatment is attempted, the true nature of 
the disorder must be realized. The treatment must be 
primarily that of an anxiety state, though the approach 
should be a combined one. Treatment without psycho- 
therapy will fail. The aim of psychotherapy is to aid 
the patient to rid himself of his tensions by providing 
him with the opportunity to air his problems. There 
is no reason why simple analgesics should be with- 
held, especially if they are combined with a suitable 
sedative. These drugs cannot remove basic conflicts, 
but by relieving the nervous tension they ease its mani- 
festation—the pain—and thus make psychotherapy and 
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alterations of stressful environmental situations easier. 
Simple exercises of the affected muscles are of great 
value, especially for patients with postural defects or 
those whose work involves specific muscle groups. 
Procaine injections are also useful but occasionally fail 
to give relief. A course of procaine injections may pro- 
vide the excuse for regular visits, during which psycho- 
therapy can be undertaken without exciting the re- 
sentment that this otherwise may arouse. Usually only 
three or four visits are required. Least success will be 
obtained with patients who gain most benefit from 
their svmptoms—that is, those with hysterical features, 
and especially if they are “compensation” patients. 


Infectious Reticulo-Endotheliosis. L. F. Koyl. Canad. 
M. A. J. 75:709-714 (Nov. 1) 1956 [ Toronto, Canada|]. 


The author describes a glandular fever related to 
infectious mononucleosis occurring in 205 patients who 
were admitted to the Sunnybrook Hospital in Toronto, 
Canada, between July, 1952, and November, 1955. 
This group consisted of 9 children aged less than 12 
vears, 136 women, and 60 men. It was an apparently 
specific virus disease involving the reticuloendothelium 
and related cells of the body. Characteristic symptoms 
of the disease consisted of asthenia, irritability, ano- 
rexia, nausea, generalized aches and pains, a dry, irri- 
tating, nonproductive cough, bouts of spastic intestinal 
pain, and, in women, disturbed menstruation. 

Lymphoid hyperplasia was the characteristic sign 
of the disease. The appearance of the throat was diag- 
nostic, with ervthema caused by bacterial infection or 
allergic reaction, or, in the absence of erythema, with 
edematous lymphoid tissue that was paler than the 
surrounding mucosa. The essential laboratory findings 
were in peripheral blood smears. During the first week 
there was often leukopenia and toxic granulation of 
the leukocytes. Lymphocytosis was observed later on. 
There were more mononuclear cells than neutrophils 
in the blood of 50 potients on one or more smears taken 
within a period of from 5 divs to 7 months after the 
probable date of onset. The reticuloendothelial cell or 
monocyte ws the characteristic cell during periods of 
activity of the disease. The monocyte had the usual 
shipe, although it was sometimes up to double the 
expected size. The usual fine eosinophilic granules 
were visible when stained by any of the Romanovsky 
stuins, except when gross vacuolation produced a 
foamy cytoplasm. The nucleus occasionally looked like 
an irregular bean or was grossly distorted so that it 
had sharp projections and warty outgrowths. The nu- 
clear material was darker than normal and coarse in 
texture. There was a change in cell type as the disease 
wore on, with the usual minor exacerbations and only 
the fatigue and anorexia to mark its continued activity. 
The dominant cell became an abnormal lymphocyte 
with water-clear blue cytoplasm. Both nuclei and cyto- 
plasm showed vacuoles. A positive urobilinuria was 
observed at some time or other in 122 patients. The 
usual duration of the disease varied between 4'2 and 
14 months, with an extreme course of over 2 years. The 
spleen, liver, intestines, and central nervous system 
were occasionally involved. Treatment was supportive 
and symptomatic. There seems to be an epidemiologi- 
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cal factor involving a direct person-to-person contact, 
followed by an incubation period of about 6 weeks. 
The causative agent may be the virus of infectious 
mononucleosis modified by repeated passages. 


SURGERY 


Bilateral Ulnar Neuritis as a Result of Neuropoietin 
Deficiency After Gastric Resection. S. Koster. Neder]. 
tijdschr. geneesk. 100: 2793-2795 (Sept. 29) 1956 (In 
Dutch) [ Haarlem, Netherlands]. 


Koster reports a man who, while receiving treat- 
ment for eczema of the hands, complained of weak- 
ness on the ulnar side at first of the left hand and 
later also of the right. There was hypalgesia and hy- 
pesthesia; also weakening in the abductive force of 
the little finger and in the adduction of the thumb, 
and the function of the other fingers was also slightly 
impaired. The man had undergone gastric resection 
of the Billroth 2 tvpe 9 vears before, and since then 
had had symptoms of the dumping syndrome with 
intermittent diarrhea. The diarrhea suggested dis- 
turbed intestinal absorption, and examination revealed 
achylia gastrica. Although the man did not have spinal 
degeneration, it is pointed out that polyneuritis may 
also result from achylia gastrica. The achylia together 
with the diarrhea and the resulting defective intestinal 
absorption presumably resulted in a deficiency of 
neuropoietin, and this in turn caused bilateral ulnar 
neuritis. The patient was treated with injections of 
Pernaemon (a liver preparation) and of vitamin B,: 
twice a week. This treatment resulted in cure and con- 
firmed that the neuritis was the result of the impaired 
gastrointestinal absorption following gastric resection. 


Duodenal Ulcer and the Hypophysis-Adrenal Stress 
Mechanism. H. Ragins, L. R. Dragstedt II, J. H. 
Landor and others. Surgery 40: 886-893 (Nov.) 1956 
[St. Louis]. 


As a result of experiments on monkeys, French and 
co-workers, while accepting the anterior hypothal- 
amic-vagus mechanism as the mediator of the ordi- 
nary cephalic phase of gastric secretion, implicated 
the posterior hypothalamic—pituitary—adrenal cortical 
mechanism as a cause of hypersecretion of acid gastric 
juice in stressing situations. The posterior hypothal- 
amus is visualized as the receptor of physical stress 
stimuli via the epinephrine released from the adrenal 
medulla and of mental stress stimuli by direct nervous 
connection from the cerebral cortex. The hypothal- 
amus then transmits these stimuli to the anterior pitui- 
tary, which in turn releases corticotropin (ACTH). 
The latter, subsequently, causes the adrenal cortex to 
secrete excessive amounts of cortisone. Cortisone, the 
end-product of this series of reactions, acts directly 
on the gastric glands, inducing a hypersecretion of 
acid. Thus, two cephalic mechanisms are said to be 
involved in the control of gastric secretion, one “vagal” 
and one “extravagal.” Reports by other workers were 
opposed to this concept. 

In an effort to evaluate the gastric secretory response 
to stress the authors gave Heidenhain pouch dogs mas- 
sive doses of insulin, epinephrine, corticotropin, corti- 


= 


Vol. 163, No. 2 


sone, and hydrocortisone. The isolated and denervated 
Heidenhain pouch is ideal for the study of the secre- 
tory effect of humoral mechanism. The acid secretions 
were followed for 24 hours. The data secured in these 
experiments did not confirm the concept of French 
and associates. If the extravagal mechanism did oper- 
ate, one would have expected the Heidenhain pouch 
to give a delayed or extravagal response 3 or 4 hours 
after the insulin injection. This did not occur even 
with the massive stressing dose of 100 units of insulin 
given intravenously. If peripheral release of epineph- 
rine were necessary in the activation of a pituitary- 
adrenal-gastric secretion, one would anticipate that 
the massive doses of epinephrine would have caused 
acid secretion, which they did not. If the above in- 
itiating stimuli were to discharge the pituitary adrenal 
mechanism and cause gastric acid secretion, the in- 
jection of corticotropin would cause an acid reaction, 
which was absent. Cortisone and hydrocortisone, the 
end-products of the series of reactions, did not cause 
secretion of acid. There is, therefore, no evidence to 
substantiate the theory that hypersecretion of acid and 
formation of ulcer are a result of overstimulation of 
the pituitary—adrenal cortex mechanism. The exacerba- 
tion of peptic ulcer produced by corticotropin and 
cortisone is probably not a result of increased gastric 
acid secretion. 


The Intrapleural Use of Streptokinase-Streptodornase 
in Postoperative Pleural Empyema. J. Bethge, K. 
Horatz and F. Sturtzbecher. Beitr. klin. Chir. 193: 
167-186 (No. 2) 1956 (In German) [Munich, Germany]. 


It is not always possible to prevent pleural empyema 
after thoracic operations by the phophylactic admin- 
istration of penicillin and streptomycin. Failure of 
such prophylactic treatment is chiefly due to the 
presence of resistant gram-negative bacteria and of 
Proteus vulgaris, for these are the organisms found 
chiefly in the pus of postoperative pleural empyemas. 
Instillations of chloramphemicol and polymyxin B pro- 
duced the best results in the antibiotic treatment of 
postoperative pleural empyema caused by gram-nega- 
tive organisms, but the use of drainage and suction is 
nearly always necessary. The authors found that the 
removal by suction of fibrin deposits, blood coagulums, 
and pus could be facilitated by streptokinase-strepto- 
dornase in the form of Varidase or Bistreptase. They 
used this form of enzyme therapy in 60 patients with 
postoperative pleural empyema. Both preparations 
proved effective. 

The  streptokinase-streptodornase therapy proved 
very effective in 32 and moderately effective in 14 of 
the patients; it was ineffective in the remaining 14. 
The enzyme preparations should be combined with 
the local administration of antibiotics. The danger 
that they will dissolve occluding thrombi of divided 
vessels and cause postoperative hemorrhage is prob- 
ably overestimated, but the authors feel that immedi- 
ately after the operation the enzymes may cause 
hemorrhages and that therefore streptokinase-strepto- 
dornase should not be used during the first 10 or 12 
days after thoracic operations, but neither should their 
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administration be too much postponed after this pe- 
riod. It is important for the healing of empyema 
cavities to what extent they will be filled with soft 
tissue. For this reason the enzyme therapy is most 
effective when only parts of a lung are resected, that 
is, atter lobectomies and segmental resections, but not 
so effective after pneumonectomies. In these last oper- 
ations, the enzymes may temporarily clear the cavity 
of infection but thoracoplasty (to effect closure ) 
usually cannot be avoided. Pus foci encapsulated in 
fibrinous adhesions, foreign bodies in the empyema 
cavity (such as sequester formation in osteomvelitis 
of a rib stump), large bronchopleural fistulas, advanced 
pulmonary gangrene in the presence of infected 
effusions, and fibrous pleural adhesive indurations sev- 
eral centimeter in thickness are other causes of failure, 
that is, the less satisfactory results of enzyme therapy 
are due to factors not depending on the effects of 
streptokinase and streptodornase. 


Repair of Industrial Electrical Burns. |. B. Brown and 
M. P. Fryer. Plast. & Reconstruct. Surg. 18:177-184 
(Sept.) 1956 [Baltimore]. 


Shock following electrical burns is often severe, but 
in those who survive it has not been prolonged, owing 
to the prompt parenteral administration of fluids fol- 
lowed by whole blood. Protection against tetanus 
and antibiotics are given. Other injuries may be pres- 
ent, particularly if the patient has taken a fall, and to 
detect them a thorough physical examination must be 
carried out. The vessels may serve as pathways be- 
tween entrance and exit of the current, and they may 
become so damaged that thrombosis or repeated 
hemorrhages result because of crumbling of the vessel 
wall during attempted hemostasis. Primary excision 
and immediate coverage may be done in areas in 
which the exact extent of the burn is recognizable. 
In these instances, initial repair usually may be done 
by closure or with a free graft, and complicated flap 
coverage is postponed. Dressing the wounds after thev 
have been cleansed and irrigated may be all the pa- 
tient’s general condition will stand initially. The dress- 
ing should allow tor surgical drainage, be comfortable, 
and splint the part. A firm, fine-mesh grease gauze 
pressure dressing accomplishes this. 

Débridement of all nonvital tissue can usually be 
done within 7 or 10 days after the injury. Free skin 
grafts can be used at the time of débridement and may 
be suitable for permanent coverage. If they are used 
for temporary coverage the wound is said to be dressed 
in a graft. They can be placed on bleeding bone and 
expected to grow. Limited areas of exposed tendon can 
also be covered with this type of graft. Short, broad- 
based direct abdominal or chest pedicle flaps are used 
where thicker coverage than a free graft is required. 
The pedicle can usually be cut within 3 weeks, set 


~ back, and the remainder of the donor site covered with 


a free graft. Bone grafts, joint, tendon, or nerve opera- 
tions can be done through the flap after 2 to 3 
months. Permanent pedicle blood-carrying flaps have 
the advantage of bringing a new blood supply into a 
relatively avascular area. If the repair has to be done 
in stages, time lost from work can be reduced by en- 
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couraging the patients to return to work between 
operations. Several case histories with photographs il- 
lustrate the principles of the treatment of deep elec- 
trical burns. 


NEUROLOGY & PSYCHIATRY 


One Year of Chlorpromazine Therapy at Montana 
State Hospital. G. DeMartino. Northwest Med. 
55:1206-1209 (Nov.) 1956 [Seattle]. 


Chlorpromazine was given to 345 unselected male 
patients with neuropsychiatric disorders who were 
admitted to the Montana State Hospital between 
August, 1954, and October, 1955. Duration of hospital- 
ization and of treatment varied in all patients. A small 
group of patients started receiving intramuscular in- 
jections of chlorpromazine and then received it orally 
after a few days. The initial daily dose was 25 mg. 4 
times a day, and this was increased by 100 mg. daily 
each week. The daily dose reached 1 gm. in some 
cases. The dose was increased by 50 mg. daily in 
hyperactive psychotic patients, until the hyperactive 
state subsided. The dose was decreased to a mainte- 
nance regimen of 25 mg. or 50 mg. 4 times a day in 
the latter stages of treatment. One hundred twenty-six 
patients (37%) were released. They were advised to 
continue the use of the drug and to contact their fam- 
ily physicians for follow-up. Chlorpromazine was most 
effective in 46 patients (27%) with schizophrenia, in 
10 (59%) of those with manic depression, and in 21 
(91%) of those with acute alcoholism. Jaundice oc- 
curred in only | patient. Other side-effects were skin 
reactions, drowsiness, hyperthermia, transisory nausea, 
heartburn, and vomiting. Chlorpromazine was most 
effective in patients with anxiety, agitation, and ag- 
gressiveness. The drug was least effective in patients 
with little insight, little anxiety, or a tendency to iso- 
late themselves from others. The drug was of help in 
maintaining peace and quiet in the wards by reducing 
individual and collective agitation. Administration of 
chlorpromazine should be continued after the patient's 
release for at least 6 months to 1 year. 


Acute Spontaneous Cerebral Vascular Accidents in 
Young Normotensive Adults. B. E. Sprofkin and H. H. 
Blakey. A. M. A. Arch. Int. Med. 98:617-630 (Nov. ) 
1956 [Chicago]. 


The authors describe acute spontaneous cerebral 
vascular accidents of varied causation in 18 patients 
between the ages of 23 and 41 vears who were ad- 
mitted to the Vanderbilt University Hospital and the 
Thayer Veterans Administration Hospital in Nashville, 
Tenn. None of these patients had clinical evidence of 
hypertensive vascular disease. The diagnoses in these 
patients included disseminated lupus erythematosus, 
scleroderma, thromboangiitis obliterans, thrombotic 
thrombocytopenic purpura, fibrinogenopenia of preg- 
nancy, postmeasles hemiplegia, subacute bacterial 
endocarditis, angiomatous malformation, postpartal 
cerebral venous thrombosis, spontaneous subcortical 
hematoma, and syphilis. A diagnosis of cerebral throm- 
bosis of unknown origin was made in 4 patients. 


J.A.M.A., January 12, 1957 


The precipitous decline in incidence of all forms of 
syphilis during the penicillin era has minimized the 
importance of syphilis as a cause of cerebral vascular 
accidents in the younger age groups. The phenomenon 
of biological false-positive results obtained from sero- 
logic tests is discussed as a probable cause of a mis- 
taken diagnosis of vascular syphilis. The frequency of 
thrombosis of the carotid arteries in young normo- 
tensive adults is emphasized, Premature arteriosclerotic 
vascular changes constitute the most important patho- 
genic factor in the causation of spontaneous cerebral 
vascular accidents in young normotensive adults, 


GYNECOLOGY & OBSTETRICS 


Hemophilus Vaginalis as an Etiological Agent in Vagi- 
nitis. J. L. Ray and G. M. Maughan. West. J. Surg. 
11:581-587 (Nov.) 1956 | Portland, Ore. ]. 


Four hundred forty-seven gynecologic and obstetric 
patients with vaginitis, ranging in age from § to 75 
vears, were surveyed in the Medical School of the 
University of Oregon. Infectious micro-organisms were 
found in 154: Hemophilus vaginalis in 68 (44%), Trich- 
omonas viginalis in 61 (40%), and Candida albicans 
in 21 (14%). Thirteen patients infected with T. vagi- 
nalis and 5 with C. albicans were also infected with 
H. vaginalis. Nineteen of the 68 patients infected with 
H. vaginalis and 3 of those infected with both H. 
vaginalis and T. vaginalis were completely asympto- 
matic. H. vaginalis was the predominant organism in 
55 and was present in 91 patients with acute vaginitis. 
H. vaginalis was the causative organism alone or with 
T. vaginalis or C. albicans in 75 pregnant patients with 
vaginitis. Considerable difficulty was encountered in 
recovering H. vaginalis on culture; this fact may ac- 
count for its not having previously been considered as 
an etiological agent in vaginitis. 

Several therapeutic agents were used. When vagi- 
nitis did not improve after 8 weeks of treatment with 
a particular product, another drug was used. Treat- 
ment of husbands with positive urethral smears for 
H. vaginalis was required to prevent reinfection. All 
husbands were cured by treatment with Mysteclin 
(Mycostatin plus tetracvcline). Six patients resistant to 
other agents were cured with Sterisil (bis-1, 3 beta- 
a 
new synthetic, broad-spectrum, antibacterial com- 
pound. Five of the 6 patients treated with this prepa- 
ration in a vaginal jelly were cured. A total of 74 
patients were treated, with an over-all cure rate 
of 79%, 


Subcutaneous Phlebitis of the Breast and Chest Wall. 
P. A. Kaufman. Ann. Surg. 144:847-853 (Nov.) 1956 
| Philadelphia]. 


Kautman directs attention to the syndrome of sub- 
cutaneous thrombophlebitis involving the veins of the 
breast and chest wall. He presents the histories of 7 
patients with this disorder, whom he observed in the 
course of 3 years. The syndrome has been referred to 
as Mondor's disease. This appellation derives from the 
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report of Henri Mondor in 1939 describing a series of 
4 cases of subcutaneous “angeitis.” which we now 
know to be due to phlebitis. His paper stimulated a 
great deal of interest in this condition, and numerous 
similar articles appeared in quick succession referring 
to the lesion as “Mondor’s disease.” Mondor’s priority 
claim was challenged, however, and Kaufman feels 
that the eponymic designation should be dropped. 
The subcutaneous phlebitis of the breast and chest 
wall presents characteristically as a slightly tender 
subcutaneous cord producing either a groove-like in- 
dentation of the overlying skin or a raised strand, 
particularly in the suabmammary region, where it can 
be brought into sharp relief by elevation of the breast. 
A bowstring ridge crossing the submammary sulcus 
is then easily seen. Most commonly it is approximately 
15 to 25 cm. in length and 3 to 4 mm. in diameter. It 
has been compared in consistency to a ureteral cath- 
eter or .o a vas deferens. The cord may be forked, as 
was noted in 1 of the 7 patients presented here. The 
veins most commonly involved are situated on the 
anterolateral aspect of the upper portion of the breast 
or in the region extending from the lower portion of 
the breast across the submammary fold toward the 
costal margin and epigastrium. Occasionally the in- 
volved vein courses inferolaterally toward the anterior 
superior iliac spine. 

While the condition occurs in both sexes, women 
seem more susceptible. This superficial thrombo- 
phlebitis appears to be entirely distinct from another 
entity recently described by Waugh as mammary 
arteritis. In| Wauzh’s patient, the lesion presented 
clinically as a discrete nodular breast tumor requiring 
excision biopsy to differentiate it from neoplasm. No 
effective treatment has been observed for the sub- 
cutaneous chest-wall phlebitis, nor does any appear 
to be required in view of the self-limiting nature of 
the disease. Antibiotics and anticoagulants have been 
used at various times but without demonstrable bene- 
fit. Biopsy should be limited to only those cases in 
which a serious question of diagnosis exists. 


PEDIATRICS 


Congenital Heart Defects Following Maternal Rubel- 
la During Pregnancy. D. Stuckey. Brit. Heart J. 
18:519-522 (Oct.) 1956 [London, England]. 


This report is based on experience at the Royal Alex- 
andra Hospital for Children in Sydney, Australia, over 
the 5 vears through 1953. A total of 426 patients with 
congenital heart disease were examined during this 
period. There were 44 with a history of maternal 
rubella during pregnancy. The ages of the patients 
ranged trom 3 months to 12 years. In the 27 patients 
considered to have a congenital cardiac defect a wide 
variety of lesions was found. Thirteen had a patent 
ductus arteriosus, 4 a ventricular septal defect, 3 an 
atrial septal defect, 2 tetralogy of Fallot, and 1 each 
had aortic stenosis, pulmonary stenosis, coractation of 
the aorta, the Eisenmenger complex, and transposition 
of the great vessels. The relative incidence of the 


MEDICAL LITERATURE ABSTRACTS 151 


various lesions agreed closely with that found in the 
general population, except that patent ductus arterio- 
sus occurred about 8 times more frequently than the 
other congenial heart lesions. The following explana- 
tion is suggested for this higher incidence of patent 
ductus arteriosus: the cardiac septums, the main ves- 
sels, and their valves are only susceptible to damage 
for some 4 or 5 weeks of fetal life while they are be- 
ing actively formed, the so-called “critical period” for 
these structures. The ductus arteriosus, on the other 
hand, is present for many months of fetal life and for 
a short time after birth, it could therefore be damaged 
at any stage. The greater incidence of patent ductus 
arteriosus in these children may thus merely reflect 
the longer time that this structure is at risk. If this 
explanation is accepted, the fact that patent ductus 
arteriosus does not predominate unduly over other 
congenital cardiac defects in the general population 
may suggest that genetic rather than environmental 
factors are responsible for the great bulk of cases of 
congenital heart disease. Another point of interest is 
that whatever is responsible for the strong female 
preponderance in patent ductus arteriosus still oper- 
ates in the postrubella cases. Eleven of the 13 patients 
with a patent ductus arteriosus were girls. 


Significance of H. Influenzae in Bronchiectasis of Chil- 
dren. E. C. Allibone, P. R. Allison and K. Zinneman. 
Brit. M. J. 1:1457-1460 (June 23) 1956 [London, Eng- 
land]. 


Thirty-two children with purulent bronchiectasis 
were investigated bacteriologically. Noncapsulated 
Hemophilus influenzae was present in bronchoscopic 
aspirations or sputum of all and in antrum washings 
of 19. Twenty-seven children were treated with suit- 
able combinations of antibiotic drugs and_ sulfona- 
mides in high doses. As a result, H. influenzae and pus 
disappeared from the sputum within two weeks of 
continuous treatment in 23 of the 27 children. One 
child required 3 to 4 weeks, another 5 to 6, and a third 
12 weeks of continuous treatment before the sputum 
could be rendered mucoid and H. influenzae—negative. 
One patient failed to respond. A total of 204 relapses 
were observed during 306 patient-months of intermit- 
tent antibacterial treatment. The majority were asso- 
ciated with reappearance of H. influenzae. The con- 
clusion seems inescapable that noncapsulated 
influenzae is responsible for keeping the chronic 
intammatory process smouldering in patients with 
bronchiectasis. The authors show that their findings 
are in agreement with those of other observers, who 
arrived at the conclusion that the group of non- 
encapsulated Hemophilus (influenzae) is a pathogen 
and not a saprophyte of the mucous membrane of the 
bronchial tree and that the etiology of bronchitis and 
of bronchiectasis cannot possibly be understood if the 
part played by Hemophilus infection is overlooked. 
The very high doses of antibacterial drugs necessary 
for the suppression of H. influenzae, which are not al- 
ways easily tolerated, make imperative the continued 
search for drugs effective against H. influenzae in 
low concentrations. 


? 
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Endocardial Fibroelastosis. J. Espinoza and V. Bar- 
beris. Rev. chilena pediat. 27:304-306 (July) 1956 (In 
Spanish) [Santiago, Chile]. 


Endocardial fibroelastosis is a disease of infants, 
probably of collagenous origin. The disease is rare. It 
is usually found at autopsy in infants who suffered 
from frequent gastrointestinal and respiratory infec- 
tions and who died from an unexpected attack of car- 
diac insufficiency. No symptoms of cardiac disease ap- 
pear during the patient’s life. A macroscopic anatomic 
diagnosis of the disease can be made because of the en- 
largement and the white discoloration of the heart. 
The main changes in the heart consist of endomyo- 
cardial sclerosis and hypertrophy, mainly of the left 
ventricle, with atrophy of the right ventricle. Histo- 
logically there is fibroelastic hyperplasia of the endo- 
cardium and of the periendocardial muscles and lym- 
phocytic inflammatory infiltration of the muscles. The 
case reported by the author is the 2nd in the Chilean 
literature and the 78th in the world literature. An 
infant 4 months old was hospitalized with symptoms 
of acute infection and acute gastrointestinal and 
respiratory disorders. Symptoms of cardiac disease had 
not previously appeared, and they were not present 
when the patient was hospitalized a few hours before 
death. Antibiotics and treatment of dehydration failed. 
Autopsy demonstrated the classical picture of endo- 
cardial fibroelastosis. The enlargement of the left ven- 
trical was enormous, whereas the right ventricle had 
almost disappeared. The condition of the right ventri- 
cle seemed to be a congenital abnormality. 


UROLOGY 


Hyponatremic Shock in Urologic Disease. A. R. Fer- 
nicola. J. M. Soc. New Jersey 53:495-498 (Oct.) 1956 
[Trenton, N. J.]. 


The relationship between the recovery phase of uri- 
nary tract obstruction and the development of shock 
due to sodium depletion is discussed on the basis of 
the history of a 37-year-old woman who had under- 
gone hysterectomy. She was in a moribund condition 
on the eighth postoperative day and had not passed 
urine since the operation. The diagnosis was of intra- 
peritoneal urinary extravasation due to bilateral ure- 
teral injurv. A rapid depletion of sodium resulting 
in a concentration of 120 mEq. is likely to cause 
shock, whereas a slow depletion of the serum  so- 
dium concentration may manifest meager symptoms. 
Evidence of shock may be the only recognizable mani- 
festation of acute sodium depletion. Apathy, weakness, 
nausea, vomiting, and particularly anorexia are prod- 
romal signs. Orthostatic hypotension is significant. 
Increase in pulse rate, diminution in volume of the 
pulse, clammy skin, fall in blood pressure, shock, and 
coma ensue with progressive salt depletion. 

The diagnosis of hyponatremia rests upon an assess- 
ment of physical signs correlated with blood chemistry 
values. The history often discloses the predisposing 
factors incident to the sodium loss and substantiates 
the diagnosis. The intravenous administration of non- 
electrolyte fluids and diuretics and low-salt diets are 
common contributory causes. A noteworthy example 
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of serious urinary sodium loss is one produced by pro- 
motion of vigorous diuresis by means of a large water 
intake following decompression of the urinary tract. 
The hyponatremia that occurs in such an instance 
becomes particularly dangerous when there exists 
renal tubular disease that impairs the sodium-conserv- 
ing function of the kidnevs. When dehydration and 
azotemia persist in spite of adequate fluid intake and 
urinary output, hyponatremia is very likely. The most 
effective means of alleviating shock due to hypona- 
tremia is by infusion of hypertonic solution of sodium 
chloride. 


Experience and Complications of Bladder Substitution 
with Isolated Ileal Segments. N. W. Wawro. Ann. 
Surg. 144:829-834 (Nov.) 1956 [Philadelphia]. 


Wawro reports experiences with Bricker’s method 
of bladder substitution by an isolated ileal segment 
in 22 patients, operated on at the Hartford Hospital. 
The problem of bladder substitution became impor- 
tant at that hospital because of multivisceral pelvic 
resections for advanced cancer of the female genitalia. 
Surgeons were dissatisfied with the technique of “wet 
colostomy” (sphincterless abdominal uretereosigmo- 
idostomy ) as practiced by Brunschwig disap- 
pointed in uretereosigmoidostomy (sphincter-contain- 
ing rectal ampulla). Accordingly, 4 vears ago thev 
began utilizing the “ileal bladder” technique of Bricker 
as a method of bladder substitution in the pelvic exen- 
teration operation. Bricker utilizes a defunctionalized 
short loop of ileum as a bladder substitute. Both 
ureters are accurately anastomosed to the ileal loop 
in an end-to-side fashion, and the distal end of the 
ileal loop is brought out as a right lower quadrant 
cutaneous ileostomy. It was hoped that this short ileal 
loop, now separate from the gastrointestinal tract but 
still maintaining its nerve and blood supply, would 
act as a peristaltic conduit tor urine, thus eliminating 
chloride absorption and reducing the likelihood of 
infection from fecal reflux. 

In general, Bricker’s technique was tollowed but 
details designed to minimize complications are empha- 
sized. The ileal loop should be long enough to bridge 
the distance between the lower anterior abdominal 
wall and both retroperitoneal ureters at the pelvic 
brim. The obese patient with a broad anterior-posterior 
diameter and thick abdominal wall needs a longer 
loop than does the thin asthenic individual. However, 
an unnecessarily long ileal loop may lead to torsion 
and volvulus of the saccular, dilated, urine-containing, 
ileal loop with resulting reflux, hydronephrosis, and 
pyelitis. Conversely, there can be no greater em- 
barrassment than, upon the completion of a bilateral 
ureteroileal anastomosis, to find that the ileal loop is 
so short that it cannot be brought out through the 
abdominal wall. Scarred, contracted, adhesion-bearing 
segments of ileum were frequently brought up from 
the pelvic cul-de-sac for ileal bladder construction, 
particularly since many exenteration patients have 
had one or several previous laparotomies in addition 
to pelvic radiation. However, a complication attribut- 
able to utilization of a contracted heavily irradiated 
loop of ileum for an “ileal bladder” suggests that only 
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nonirradiated small intestinal loops should serve as 
urinary reservoirs. Postoperative pyelitis developed in 
3 of the 22 patients, but no instance of hyperchloremic 
acidosis was observed on follow-up of up to 4 years. 
All partly and completely obstructed kidneys im- 
proved after relief of obstruction and establishment 
of free urinary flow. Sterile ureteral urine cultures 
were obtained from 22 out of 24 obstructed renal 
units. Ureteroileostomy should be considered as an 
effective method of urinary diversion and substitution 
for the bladder in neoplastic, congenital, and trau- 
matic lesions of the bladder. 


OTOLARYNGOLOGY 


Statistical Analysis of the Stapes Mobilization Pro- 
cedures. C. E. Kinney. Laryngoscope 66:1339-1345 
(Oct.) 1956 [St. Louis]. 


Kinney compared the results of the stapes mobiliza- 
tion procedure and the fenestration operation. Be- 
cause his experience was limited, he sent a question- 
aire to 14 men whom he believed were employing the 
method. All 14 questionnaires were returned, 3 with 
the remark that the method had not been used. The 
total number of patients in whom stapes mobilization 
had been performed was 1,117. The mobilization was 
successful for 3 or 4 weeks in 53% of the cases and for 
more than 6 months in 40% of the cases. There is 
reason to believe that some additional refinements in 
the technique of the mobilization will increase the 
chances of any one person obtaining a successful re- 
sult. Hearing must be tested while the patient is on 
the operating table, and this should be done audio- 
metrically. While the technique required to do this 
operation is more delicate than that required to do a 
fenestration, the time consumed is shorter and the 
postoperative care of the patient is reduced consider- 
ably. 


Primary Carcinoma of the Trachea: Report of a Case. 
C. de Oliveira, C. Lemos and A. Benchimol. Hospital 
50:3-24 (Oct.) 1956 (In Portuguese) [Rio de Janeiro, 
Brazil]. 


Primary carcinoma of the trachea is extremely rare. 
The symptoms consist of cough, dyspnea, dysphagia, 
dysphonia, hemoptysis, and rapid loss of weight. 
Diagnosis is possible through endoscopic biopsy. The 
treatment consists of surgery and roentgen therapy. 
The disease follows a more-or-less rapid course to a 
fatal termination in from a few months to 1 or 2 years, 
and several years in extremely rare cases. The metas- 
tasizing form is rare. The subject of this report, who 
had primary carcinoma of the trachea, had metastases 
in the supraclavicular, mediastinal, and abdominal 
lymph nodes, verified at autopsy. The patient entered 
the hospital with an erroneous diagnosis of tuber- 
culous adenopathy causing obstruction of the trachea. 
The disease followed its course to a fatal termination 
in 4 months. This is the only case of malignant tumor 
of the trachea found in a total of 4,300 autopsies per- 
formed in a hospital department of pathological 
anatomy of Rio de Janeiro during a period of 13 years. 
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INDUSTRIAL MEDICINE 


Nontuberculous Pulmonary Cavitation in Anthracosili- 
cosis. C. S. Morrow and R. N. Armen. Ann. Int. Med. 
45:598-613 (Oct.) 1956 [Lancaster, Pa.]. 


Morrow and Armen had an opportunity to investi- 
gate cavitation in third-stage anthracosilicosis since 
their hospital is situated in the heart of a coal mining 
region and admits a large number of patients with 
anthracosilicosis. Anthracosilicosis is due to the in- 
halation of a mixture of silica and carbon. The term 
is used interchangeably with silicosis, since the course 
of both diseases seems to be similar. The authors ob- 
served 1,200 patients with various stages of anthraco- 
silicosis. On the basis of chest x-ray studies, the disease 
has been divided into three stages: The first stage is 
characterized by an increase in the linear markings 
and in the density and width of the hilar shadows; the 
second, by nodulation and intensification of the ab- 
normal linear shadows; and the third, by the appear- 
ance of large conglomerate nodules or masses. The 
anthracosilicosis was complicated by tuberculosis in 
24 patients (2%), as proved by bacteriological studies. 

The authors emphasize the occurrence of “non- 
tuberculous” ischemic cavitation in conglomerate 
masses of third-stage anthracosilicosis. Ten such cases 
are presented. In view of the tendency to consider 
such cavities tuberculous, the adjective “nontubercu- 
lous’ is used deliberately to point out what these 
cavities are not, while the adjective “ischemic” is used 
to shed some light on their true nature. The non- 
tuberculous nature of the cavities was proved by 
autopsy in four of the 10 patients, whereas in the other 
6 patients the cavities were considered nontuberculous 
on bacteriological evidence. The symptoms and deaths 
in the 10 patients with nontuberculous cavities were 
chiefly due not to the cavitation but to the complicat- 
ing emphysema and/or cor pulmonale in failure. The 
occurrence of nontuberculous cavitation in third-stage 
anthracosilicosis should be recognized even though its 
incidence is low. a 


Rehabilitation of Patients with Ruptured Interverte- 
bral Disk for Heavy Labor. E. Walker. South. M. J. 
49:1160-1163 (Oct.) 1956 [Birmingham, Ala.]. 


If corrective surgery is to be effective, the manner 
in which back and sciatic pain is produced must be 
kept in mind. It is the nucleus pulposus within the disk 
that normally supports the weight above. When this 
ruptures the residual portion of the disk must bear the 
load, a process that leads to progressive disintegration 
and instability; the disk becomes thin and protrudes 
about the margin, and portions of it may become de- 
tached and extruded. If the nerve root, in its position 
between the disk and the ligamentum flavum, becomes 
compressed, pain will radiate into the root distribution. 
Simple removal of the ruptured disk has been em- 
ployed most frequently for the correction of these 
lesions. It decompresses the nerve roots to a large 
extent and usually relieves most of the severe radiat- 
ing sciatic pain, but it does not relieve back pain be- 
cause it does not correct the instability. After this 
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operation patients usually do fairly well, provided 
their physical activities are limited; however, they are 
not able to withstand the physical stresses of heavy 
labor. 

The logic of stabilization has been accepted for 
some time now, and fusion has been tried in the past, 
but with very uncertain results. Examination of the 
functional anatomy of the spine makes it clear that 
support and stabilization are needed in the weight- 
bearing axis between the vertebral bodies, and, unless 
support is provided at this level, the graft will not 
withstand much stress. Cloward, who developed a 
practical technique, drives square plugs of iliac grafts, 
which have been preserved by refrigeration, into the 
disk space and reports successful return to heavy 
labor. The author has utilized the principle of inter- 
body fusion during the past 6 years but has modified 
Cloward’s technique. With an oscillating bone-plug 
cutter, round grafts of *4-in. diameter and 1'2-in. length 
are obtained from the thick portion of the ilium. 
Cancellous bone is used because it fuses more rapid- 
ly than cortical bone. With the same cutting instru- 
ment, holes are prepared bilaterally through the 
disk space, cutting into the adjacent bodies. The 
grafts fit precisely and are in apposition to a generous 
area of well-vascularized cancellous bone so that 
rapid fusion can be expected. X-ray studies show evi- 
dence of beginning fusion as early as 4 to 5 weeks 
after the operation, and fusion appears well estab- 
lished within 3 or 4 months. The grafts are usually 
placed securely enough to make the use of a brace 
unnecessary, and ambulation is allowed as soon as 
comfort permits. In fact, early ambulation shortens 
convalescence. In most instances patients are able to 
return to light work in from 2 to 3 months and to 
heavy work within 3 to 6 months. 


The Cytological Diagnosis of Bladder Tumors 
Amongst Dyestuff Workers. J]. G. S$. Crabbe, W. C. 
Cresdee, T. S. Scott and M. H. C. Williams. Brit. J. 
Indust. Med. 13:270-276 (Oct.) 1956 [London, Eng- 
land]. 


This paper is concerned with cytological methods 
designed to achieve early diagnosis of occupational 
bladder tumors in workers in the dyestuff industry. 
The wet-smear technique and the Papanicolaou smear 
technique are described, and the results obtained with 
them are compared with cystoscopic findings and with 
the presence of symptoms. During the 5 years 1951 to 
1956 the urines of approximately 1,800 men were 
screened by the Papanicolaou smear technique and 
also, except for 3 cases, by the wet-smear technique. 
Of these 1,800 men, 91 were cystoscoped as a result 
of the 2 tests or because of developing symptoms, and 
62 new cases of bladder tumor were discovered. Fifty- 
one men with positive Papanicolaou smears showed 
bladder tumors on first cystoscopy (true positives). 
Twenty-six of these had symptoms and/or showed red 
blood cells on microscopy sufficient in themselves to 
be an indication for cystoscopy. Twenty-five had not 
at any time had red blood cells or any other indication 
that a tumor was present. One man had positive 
Papanicolaou smears but no bladder tumor on systos- 
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copy, although a carcinoma of the prostate was dis- 
covered on clinical examination. Five men with posi- 
tive Papanicolaou smears, although showing no tumors 
on first cystoscopy, developed bladder tumors from 5 
months to 4 years later (probably true positives). Six 
men with negative Papanicolaou smears showed blad- 
der tumors on first cystoscopy (false negatives); 4 of 
these were cystoscoped because of excessive red blood 
cells. Two showed only occasional red blood cells and 
had symptoms. Ten men had positive Papanicolaou 
smears, but no bladder tumors have so far been dis- 
covered on cytoscopy (false positives). Eighteen men 
had negative Papanicolaou smears and no tumor on 
cystoscopy (true negatives). They were cystoscoped 
because (a) 11 showed red blood cells sufficient to be 
an indication for cystoscopy, and (b) 7 had both red 
blood cells and symptoms. The Papanicolaou tech- 
nique offers considerable advantages in the diagnosis 
of benign and malignant tumors of the bladder, and 
this method coupled with the examination of urine 
for red blood cells is the method of choice for screen- 
ing an industrial population with a high risk of such 
tumors. 


PATHOLOGY 


The Relationship of the Calcium Contents of Blood 
and Urine in Patients with Skeletal Metastases from 
Carcinoma. J. Gerbrandy, H.B.A. Hellendoorn and 
Boen San Tjiang. Nederl. tijdschr. geneesk. 100:2784- 
2789 (Sept. 29) 1956 (In Dutch) [Haarlem, Nether- 
lands]. 


When women with mammary carcinoma who had 
skeletal metastases were treated with hormones, it was 
found that changes occurred in the calcium contents 
of blood and urine. In order to determine whether 
there is a relationship between the calcium content of 
the blood and the excretion in the urine, studies were 
made on 25 patients who were receiving various male 
hormone preparations for the treatment of skeletal 
metastases. Twenty-three of the patients had mam- 
mary carcinoma and the other 2 had renal and pul- 
monary carcinomas. Twenty-nine of the 35 tests made 
during hormone therapy revealed a reduction in the 
urinary excretion, and the calcium content of the 
blood likewise generally showed a reduction. Six pa- 
tients showed an increase in the urinary calcium ex- 
cretion, and in 2 of the 6 this was accompanied by 
signs of hypercalcemia. The 7 tests made after cessa- 
tion of the hormone treatment revealed that in 5 
patients, in whom the urinary excretion had decreased 
during hormone therapy, it now increased, whereas 
in the 2 in whom it had increased during hormone 
treatment it now decreased. The changes in the cal- 
cium content in the serum generally took the same di- 
rection as did the changes in calciuria, that is, there 
was a positive correlation between the changes in 
calcemia and in calcuria. 

There was 1 patient, however, in whom after 11 
days of treatment with a male hormone hypercalcemia 
developed together with a reduction in calcium ex- 
cretion and a reduction in the creatinine clearance. 
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This case demonstrated that a sudden disturbance in 
the renal function can completely change the relation- 
ship between calcemia and calciuria. Hormones of the 
parathyroids could not have been responsible for this. 
because the phosphorus content of the serum was not 
reduced. As to possible cause of the sudden reduction 
in the glomeruiar filtration, that is. to about one-fourth 
of its former value within about 10 davs, it is suggested 
that as the result of the sudden increase in the calcium 
and phosphorus concentration poorly soluble. trical- 
cium phosphates formed that caused blockage of the 
glomerular membranes and of the tubules. The dis- 
turbance in the renal function proved completely 
reversible in the reported case. 


Gastric Cancer: Relationships Between ABO Blood- 
Groups, Site, and Epidemiology. B. P. Billington. 
Lancet 2:859-862 (Oct. 27) 1956 [London, England]. 


Billington analyzed the records of 1947 to 1954 of 
4 hospitals affiliated with the University of Svdney. 
All cases of adenocarcinoma of the stomach were 
included in which the macroscopic diagnosis was 
confirmed microscopically from material obtained 
either at autopsy or at operation and where the site of 
origin of the lesion was unequivocal. ABO  blood- 
group data were also recorded whenever possible. The 
lesions were classified according to their relation to 
the 3 main types of gastric glands in man. Lesions 
were Classified as prepvloric when they were limited 
to an area within 4 cm, of the pvlorus or within the 
pyloric antrum; cardiac when they involved the cardio- 
esophageal junction or an area of stomach not extend- 
ing 3 em. beyond the cardioesophageal junction; and 
of the body of the stomach when they did not extend 
into either the prepvloric or the cardiac area. No case 
of diffuse carcinoma was included. As controls for 
ABO. blood-grouping Walsh's findings of the ABO 
blood-group distribution of 30,000 consecutive donors 
from the Sydney area to the Red Cross blood trans- 
fusion service were used. 

No over-all association was found between blood- 
group A and carcinoma of the stomach in the Svdnev 
population, whereas a report from the United King- 
dom in 1953 had shown such as association. When 
gastric carcinoma was divided in its relationship to 
the ABO blood-group system, according to the site of 
the 3 types of gastric glands. prepyvloric and cardiac 
lesions were significantly associated with blood-group 
A and body and fundus lesions with blood-group O. 
There was a significant deficit in the proportion of 
carcinomatous lesions situated in the prepyloric and 
cardiac regions in Sydney as compared with London, 
and there is a significant deficit in the incidence of 
blood-group gene A in the normal Svdney population 
compared with the normal London population, Prob- 
ably the association found in England between blood- 
group A and gastric carcinoma can be explained by 
the presence of a higher proportion of prepyloric and 
cardiac lesions, along with a higher incidence of 
blood-group gene A in England compared with Syd- 
ney. Possibly the differential localization of gastric 
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carcinoma and its relationship to the ABO blood-group 
gene system may be of importance in the epidemio- 
logical study of gastric carcinoma as a whole. 


The Stability of Christmas Factor: A Guide to the 
Management of Christmas Disease. A. ]. Brafield and 
J. Case. Lancet 2:867-869 (Oct. 27) 1956 [London, 
Mngland], 


Previous reports on Christmas disease had left the 
authors with the impression that the disease is a much 
less trving problem for the clinician than is hemophilia 
because there is no longer the difficulty of obtaining 
a stream of donors to supply fresh blood for transtu- 
sion, since stored blood, plasma, and serum are equally 
useful. The authors cite a case which proved this to 
be untrue, that is, the patient failed to respond to 
administration of reconstituted dried serum, and 
bleeding ceased only after a second transfusion, this 
time with “absolutely fresh” serum. The content. of 
Christmas factor in plasma and serum and its stability 
under different conditions of storage were studied by 
the thromboplastin-generation test. It is reasonable to 
judge the in vivo efficacy of a source of Christmas 
factor by its ability to take an effective part in the 
generation of thromboplastin in vitro. On this premise 
the authors base the following conclusions: 1. In the 
management of Christmas disease, as in hemophilia, 
the use of absolutely fresh blood, plasma, or serum 
must remain the first choice for transfusion, 2. In an 
emergency, blood and plasma stored at +4 C for less 
than 7 davs mav be used. 3. The use of reconstituted 
(dried) plasma or serum should be avoided, Fresh 
serum stored at -20 C is an excellent source of Christ- 
mas factor, and small stocks could with advantage be 
kept by transfusion units. There is also a good case 
for the preparation of absolutely fresh freeze-dried 
serum or plasma that could be made available to all 
hospitals, since this substance is likely to retain its 
potency (antihemophylic globulin as well as Christmas 
factor) indefinitely. The use of a neutral anticoagulant 
should prevent deterioration in the early stages. 


Granulocellular Myoblastoma (Abrikossoff’s Tumor): 
Review and Case. F. Bang and kK. A. Rasmussen. 
Ugesk. leeger 118:1095-L099 (Sept. 20) 1956 (In Danish) 
[Copenhagen, Denmark]. 


\ccording to recent research, granulocellular myo- 
blastoma is a neoplasm and develops from nerve 
filaments. In rare cases there is thought to be a transi- 
tion into metastasizing sarcoma, but although the tu- 
mor most often occurs in the tongue no malignant 
cases with this localization have been published. The 
unexplained ability of the tumor to cause a pseudo- 
cancerous proliferation in the epithelium occasionally 
leads to confusion with carcinoma. In the case de- 
scribed, in a man aged 34, the tumor was localized in 
the skin and subcutaneous connective tissue in the 
pubic region and developed in the course of 3 months. 
It was excised. The histological diagnosis was granu- 
locellular tumor. Nerve filaments including tumor cells 
were found in the edge of the tumor. The patient re- 
mains free from recurrence after 1 year’s observation. 
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BOOK REVIEWS 


Speech Disorders: Principles and Practices of Therapy. By 
Mildred Freburg Berry and Jon Eisenson. Cloth, $6.75. Pp. 573, 
with illustrations. Appleton-Century-Crofts, Inc., 35 West 32nd 
St., New York 1, 1956. 

The opening chapters of this book describe in 
detail the structures used in normal speech, their 
development, the many different points at which 
their operation can be disturbed, and the conse- 
quences of such speech disturbances in the growing 
child. Two chapters deal with the testing and the 
training of children retarded in speech; another 
chapter deals with the correction of articulation in 
older children and adults. There are two chapters 
on voice disorders, three on stuttering, and six deal- 
ing with cleft palate, cerebral palsy, aphasia in 
adults, congenital aphasia in children, and impair- 
ments of hearing. Each is soundly based on physics, 
anatomy, and neurophysiology. A wealth of materials 
for use in testing and teaching is given. They will 
be appreciated by anyone who has witnessed the 
efforts of a handicapped child to make himself under- 
stood. Some difficult cases are analyzed. The illustra- 
tive diagrams are excellent, valuable bibliographic 
material is given in footnotes, and there is a good 
index. This book is recommended to anyone who 
wishes to appreciate the complexity and importance 
of the work of modern speech therapists. This work 
has developed in the face of indifference and _ ig- 
norance. That superstitions of the crudest sort persist 
is shown by recent indications that the apparently 
trivial operation of snipping the frenulum of a new- 
born infant's tongue is still being practiced in parts 
of the United States. Intended as a prophylaxis against 
“tongue-tie,” this procedure can cause enough hemor- 
rhage, infection, and scarring to produce the very 
condition it is supposed to prevent. The temperate 
statement of the authors on this subject might well 
be made more emphatic in future editions. The book 
is recommended as a reference work, a textbook for 
teaching, and a manual for speech therapists. 


Practitioners’ Conferences Held at the New York Hospital- 
Cornell Medical Center. Volume 4. Edited by Claude E. Fork- 
ner, M.D., F.A.C.P., Professor of Clinical Medicine, Cornell Uni- 
versity Medical College, New York. Cloth, $6.75. Pp. 407, with 
illustrations. Appleton-Century-Crofts, Inc., 35 W. 32nd St., New 
York 1, 1956. 

The purpose of the conference here reported was 
to improve medical care in the New York City area 
by offering its physicians an opportunity to take 
part in informal, bedside teaching clinics in which 
common errors, controversial points, unknown factors, 
and recent advances in medical knowledge are freely 
discussed. Each subject is considered by a panel of 
experts with Forkner as moderator. The subjects 
included pulmonary hypertension, hypothyroidism 
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and hyperthyroidism, fractures of the hip, mechanism 
and treatment of the anemias, burns, obesity, regional 
enteritis, homosexuality, pheochromocytomas, the role 
of religion in healing, cancer of the rectum and anus, 
patent ductus arteriosus and coarctation of the aorta, 
the treatment of chronic heart disease, and pinworm 
infestation, The usual order followed in the meetings 
was first a discussion of the general principles in- 
volved by a recognized authority, next the presenta- 
tion of a patient, and, after his dismissal, a free dis- 
cussion by members of the panel and the audience. 
In the printed volume the record of each conference 
is followed by a valuable summary by Forkner of 
the important points, and this is followed by a list 
of references dealing with the subject. On the last 
three pages of the volume the contents of the three 
preceding volumes are listed. It is hardly necessary 
to stress the value of any method of bringing physi- 
cians up to date, for the pace of medical discovery 
has been so rapid in the present century that it is 
difficult for even the most industrious to keep abreast 
of advances. The book can be highly recommended 
to all physicians. It is small enough to be easily 
handled, is printed in clear legible type on a good 
quality of paper, and is attractively bound. 


Progress in Radiobiology. Edited by Joseph S. Mitchell, Bar- 
bara E. Holmes and Cyril L. Smith. Proceedings of Fourth Inter- 
national Conference on Radiobiology held in Cambridge on 14th 
to 17th August, 1956. Cloth. $12.75. Pp. 557, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill.; Oliver & Boyd, Ltd., Tweeddale Ct., 14 High St., 
Edinburgh 1, Scotland, 1956, 

The 72 contributions in this book give the results of 
original investigations. The papers are grouped into 11 
sections, some dealing with the more fundamental 
physical and chemical aspects of radiation biology 
and some with genetics. The last seven sections have 
more direct applications in medicine. There are four 
papers that deal with protection by substances like 
cysteamine; seven, with the protective effect of anoxia; 
six, with the spleen, bone marrow, and _ blood; five, 
with bone; five, with carcinogenesis; seven, with mis- 
cellaneous phenomena such as the development of a 
radioresistant strain of carcinoma; and eight, with 
specifically human problems. This last group includes 
discussions of the effects of radiation trom atomic fall- 
out, occupational blood dyscrasias, cytopenias develop- 
ing late after internal administration of thorium di- 
oxide, and the normal radium content of the human 
body. A great deal of concrete information is presented 
in the abundant diagrams, and there are some magnifi- 
cent illustrations. Each paper is followed by discussion 
and a bibliography, and there is a short index. In- 
corporating some of the finest work from the labora- 
tories of 20 nations, this book will be a mine of 
important reference material for everyone working in 


radiobiology. 
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QUERIES AND MINOR NOTES 


CATARACTS AND EPILEPSY 


To tHE Eprror:—Is information available on the oc- 
currence of cataracts in young adult epileptics or as 
a result of anticonvulsant drugs? Are metabolic 
disorders manifested by convulsions and cataract 
formations? 


George E. Bell, M.D., Columbus, Ohio. 


Answer.—A 3% incidence of congenital cataracts 
is noted in patients with cerebral palsy. Concurrently, 
epileptic seizures due to brain scarring are frequent 
(Breakey: A. M. A. Arch. Ophth. 53:852 [June] 1955). 
Persons with Mongolism have a high incidence of 
congenital cataracts and frequently have epileptic 
seizures. There is no report of a case of cataract as 
result of anticonvulsant therapy. Hypoparathyroidism 
with disturbance of calcium metabolism may result 
in tetany. This condition is frequently associated with 
cataracts. Uncontrolled diabetes can produce convul- 
sions. Diabetes alone is frequently associated with 
cataracts, but there are very few true diabetic cata- 
racts. No direct causal relationship between convul- 
sions and cataracts is known. 


MEDICAL FACULTY APPOINTMENTS 
To THE Eprror:—How are members of a medical fac- 
ulty appointed? 
Perry B. Preston, M.D., Newark, N. J. 


Answer.—Although there are individual variations, 
an applicant for a faculty appointment to a medical 
school in an academic rank beneath that of assistant, 
associate, or full professor is usually nominated by the 
chairman of the specific department to the dean. An 
applicant for a position of professorial rank is nomi- 
nated by the chairman of the specific department to the 
dean, who, in turn, appoints a committee from members 
of the executive council of the medical school who are 
not members of the department concerned. The rec- 
ommendation of the committee is then passed on by 
the executive council of the medical school as a unit. 
Sources of personnel tor a medical school faculty are 
independent, direct, unsolicited applications; replies 
to advertised vacancies; lists of outstanding alumni 
whose brilliant careers have been followed at under- 
graduate and graduate levels; nominations recom- 
mended through solicitation of departmental chairmen 
and administrators in other institutions; direct contact 
with faculty members of other institutions; lists of re- 
cipients of national honors, scholarships, and tellow- 
ships; listing of available personnel in the Journal of 
Medical Education; and occasionally reliable medical 
employment agencies. Screening of candidates in- 
cludes meticulous scrutiny and evaluation of curricu- 
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lum vita, with letters of reference concerning teaching 
and research abilities; personal interviews; and obtain- 
ing of information about the individual in his existing 
environment. 


PAIN OVER HEAD OF SECOND METATARSAL 

To tHe Eprror:—For several years a patient has had 
pain in the head of the second metatarsal bone of 
the right foot on walking a considerable distance on 
hard pavement. During the past year the pain has 
been almost constant, even when he has been stand- 
ing on his feet. Can you suggest a remedy for this 
condition? M.D... West Virginia. 


ANsWER.—Pain over the head of the second metatar- 
sal is a symptom that can be due to many causes. The 
most common cause is foot strain with flatfoot (pes 
planovalgus ), which in turn causes undue pressure on 
the head of the second metatarsal bone. It could be 
due to a more unusual cause such as osteochondrosis 
of the head of the metatarsal bone ( Freiburg’s disease 
or Kohler’s disease). It could be due to arthritis or 
bursitis in this area. The digital nerve could be im- 
pinged and involved with a neurofibroma. If the pain 
in this case is due to undue pressure, then to ac- 
complish a cure it would be necessary to correct the 
accompanying flatfoot as well as to relieve the pres- 
sure. Removal of the pressure by simply putting a pad 
ot felt or sponge rubber just proximal to the metatarsal 
head may relieve the symptom. Attaching a traverse 
bar to the shoe just proximal to the metatarsal head 
has often given relief. The outside and inside cor- 
rection can be combined. Symptomatic relief may lead 
to delay in getting rid of the causative factor. 


PARKINSONISM 


To tHe Eprror:—A 48-year-old photographer has pain 
in both hands and in some hand joints. There is 
rigidity, more manifest in the morning, in the right 
thumb and index and middle fingers. He cannot 
write, put on clothes, or hold papers. He also has 
had twitchings of the head and a tremor in his 
fingers. The patient has been given a diagnosis of 
Parkinsonism and the following drugs are being 
given: Artane, Benadryl, capsules of belladonna 
alkaloids, phenobarbital, and pyridoxine given par- 
enterally and orally. Could this be Parkinsonism, 
rheumatoid arthritis, or some other disease? What 
is the suggested treatment? MD... Peru. 


Answer.—Muscular rigidity and tremor of the hands 
are common presenting complaints Parkinson's 
syndrome. The rigidity is characterized by a “cog- 
wheel” quality, which diminishes the speed and range 
of motion in the effected extremities. Frequently it is 
manifested clinically by difficulty in writing and in 
buttoning clothes. Pain is less frequent as a presenting 
complaint, although it may occur secondarily to the 
muscular rigidity. Assuming that this patient has 
Parkinsonism, treatment will be, at best, ameliorative. 


> 


158 QUERIES AND MINOR NOTES 


The prevention of progressive disability depends in 
part on the patient's ability and desire to be active. 
Specific exercises prescribed by the physician will 
prevent contractures and increase the speed and 
range of motion. Palliative medicaments include the 
belladonna “roup of drugs and the synthetic anti- 
spasmodic groups, such as trihexyphenidyl! (Artane ) 
hydrochloride and cycrimine (Pagitane) hydrochlo- 
ride. Dosage must be individualized, as the level of 
tolerance varies with each patient. Surgical treatment 
for Parkinsonism is recommended by some, but the 
final place of surgery in the treatment of this disease 
is still uncertain. Finally, the continued performance 
of the ordinary tasks of daily living is of paramount 
importance if the patient with Parkinsonism is to avoid 
or postpone total disability. 


TREATMENT OF SHOCK 

DUE TO MYOCARDIAL INFARCTION 

To tHe Eprror:—Levarterenol (Levophed) is some- 
times used for many days in the treatment of shock 
due to myocardial infarction. Its action is potenti- 
ated by steroid therapy, which sensitizes the small 
splanchnic vessels to the action of arterenol (Kur- 
land and Freedberg, cited by Siglin: A. M. A. Arch. 
Int. Med 98:372 [Sept.] 1956). An ampul of 100 mg. 
of hydrocortisone, diluted to 1,000 cc. with 5% glu- 
cose solution, might be given. Is there any objection 
to adding the arterenol to hydrocortisone solution 
and administering them simultaneously in the same 
container? 

M.D., Pennsylvania. 


Answer.—Levarterenol (Levophed) has proved to 
be the most potent and effective vasopressor for the 
treatment of hypotension and shock tollowing acute 
myocardial infarction. In the great majority of in- 
stances the blood pressure rises promptly after the 
institution of this therapy. There is no doubt that 
adrenal cortical! hormones “condition” the smaller 
blood vessels for the vasoconstrictor response to levar- 
terenol. In the adrenalectomized animal this vaso- 
constrictor response is rapidly lost, and it is restored 
by the administration of corticoids (Fritz and Levine: 
Am. J. Physiol. 165:456, 1951. Ramey, Goldstein, and 
Levine: Am. J. Physiol. 165:450, 1951). It has previ- 
ously been suggested (Miller and others: J. A. M. A. 
152:1198 [July 25] 1953), in the light of these animal 
experiments, that adrenal cortical hormones might 
facilitate a vasopressor response when levarterenol 
alone is ineffective. Hydrocortisone has been used 
in those patients who have not shown a pressor re- 
sponse to levarterenol alone, and in general the results 
have been most disappointing. It is suggested that 
hydrocortisone not be used unless it has first been 
shown that the levarterenol solution alone does not 
achieve the desired rise in blood pressure. There ap- 
pears to be no contraindication to the mixture of levar- 
terenol and hydrocortisone. It is to be noted, however, 
that 100 mg. of hydrocortisone in each bottle of levar- 
terenol solution administered in the usual way would 
rapidly represent a very substantial dosage of hydro- 
cortisone. 
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ADDICTION TO DEXEDRINE 


To THE Eprror:—A 47-year-old chemist complained of 
tiring easily, loss of appetite, slight loss of weight, 
poor sleep, and nervousness. He smokes 20 to 25 
cigarettes daily, drinks little coffee, and uses little 
alcohol. X-ray of chest shows emphysema and fibro- 
sis (mild, chronic cough). Three months ago the 
patient was put on therapy with Spansules of Dexe- 
drine, 12 mg.; he felt better immediately and con- 
tinues to feel fine provided he takes one or, on stren- 
uous days, two Spansules. As soon as he stops taking 
Dexedrine for a day he feels very tired, is nervous, 
and is almost unable to work. This patient seems to 
develop an addiction to Dexedrine. I explained the 
situation to him, and he understands my reluctance 
to give him a constantly increasing supply. What 
will happen if this man continues taking Dexedrine 
in a high dose? What can I do to break the habit? 


M.D., Ohio. 


Answer.—Addiction to Dexedrine does occur. Symp- 
toms of chronic Dexedrine intoxication include ano- 
rexia, loss of weight, palpitations, insomnia, restless- 
ness, delusions, and hallucinations. Tolerance to the 
drug may develop fairly rapidly, but physical depend- 
ence is seldom pronounced, hence abstinence symp- 
toms are mild, usually consisting only of sleepiness 
and apathy. Treatment of addiction consists of abrupt 
withdrawal of the drug, sedation if central stimulatory 
effects are pronounced, and psychotherapy. 


ITCHING AFTER A SHOWER 
To tHe Eprror:—This is in reference to a query re- 
garding “Itching After a Shower” (THe JourNAL, 
Oct. 27, 1956, page 939). In my experience this 
should immediately direct attention to the possi- 
bility of polycythemia vera. Severe itching after a 
shower or a tub bath occurs in at least half the 
patients with polycythemia vera. This symptom is 
often so severe that the patient dreads taking baths 
and may even give them up altogether, relying on 
sponge baths for cleanliness. Polycythemia vera 
often goes undiagnosed for years, so that, in the 
patient in question, a blood cell count would not 
be amiss. William Dameshek, M.D. 
New England Center Hospital 
Boston. 


To THE Eprror:—I wish to call attention to a possible 
omission in the reply of your consultant concerning 
the diagnostic implication of pruritus after the tak- 
ing of a bath, even a cool or a cold one, in THe 
JournaL, Oct. 27, 1956, page 939. The rare but 
highly important possibility of polycythemia vera 
(essential erythremia) has not been mentioned. Sec- 
ondary polycythemia (erythrocytosis) does not cause 
this curious symptom—a fact mentioned in Win- 
trobe’s “Clinical Hematology.” While the explana- 
tion of this curious phenomenon is unknown, its 
existence is firmly established. Would not the term 
“postbalneic pruritus” be appropriate to designate 
this curious phenomenon? 

Mardoqueo I. Salomon, M.D. 
1450 Bryant Ave. 
Bronx, N. Y. 


‘ 


